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A Study 


RHEUMATIC DISEASE IN CHILDREN. 


By MAURICE CAMPBELL, M.D., F.R.C.P. Lonp., 


ASSISTANT PHYSICIAN AND PHYSICIAN IN CHARGE OF THE 
CARDIOGRAPHIC DEPARTMENT, GUY’S HOSPITAL ; 


AND 


E. C. WARNER, M.D., M.R.C.P. Lonp., 


PHYSICIAN IN CHARGE OF THE CHILDREN’S DEPARTMENT, MILLER 
GENERAL HOSPITAL, AND MEDICAL REGISTRAR, GUY’S 
HOSPITAL, 


RHEUMATIC disease in children is now receiving the 
attention that it deserves as the most crippling 
affection of the children of the poor. Committees 

pointed during the last few years by the British 
Hedical Association! and by the Medical Research 
Council ? have issued reports dealing with various 
aspects of the problem. With most of their conclusions 
we are in complete agreement; but we would 
reaffirm the importance of heredity as shown by the 
family history of rheumatism or chorea—a point to 
which they did not attach much weight—and we 
would at once emphasise one of our conclusions: that 
routine tonsillectomy offers little hope of reducing the 
high incidence of rheumatism. We have tried to deal 
with some of the factors predisposing to rheumatism— 
in particular tonsillitis and other infectious diseases— 
and rather more fully with the importance of tonsillar 
sepsis and tonsillectomy ; with the time of year when 
attacks and relapses are most likely to occur; and 
finally with the incidence of temporary or permanent 
heart disease. 

Our conclusions rest on a detailed study of 250 
theumatic children. These were drawn from a poor 
Thames-side district in South-East London, including 
the boroughs of Bermondsey, Southwark, and 
Lambeth, served by Guy’s Hospital; and of 
Greenwich, Woolwich, Deptford, and Lewisham, 
served by the Miller General Hospital. Of these 
children, 180 were under the care of one of us (E. C. W.) 
as out-patients ; and 70 were watched by one of us 
(J. M. H. C.), again as out-patients, after their return 
from Queen Mary’s Hospital at Carshalton where they 
had been given a prolonged period of treatment in the 
country under ideal conditions. In view of the great 
expense involved and the tendency to extend such 
facilities in many atts, it is important to compare the 
end-results of such treatments. All these cases have 
been under our personal observation for at least six 
months and often for three years. In general, a 
fairly regular attendance in the out-patient depart- 
ments has been maintained, and where attendances 
have componasey lapsed the children have been asked 
to attend again through the agency of the Lady 
Almoner’s Department, from which invaluable help 
and codperation have been obtained. 


THE INCIDENCE OF RHEUMATISM. 

The children we have grouped as “ rheumatic ”’ 
were brought to the hospital on account of one or more 
of the following symptoms: (1) “ wing-pains ”’ ; 
(2) pain and swelling in the larger joints of the body ; 
(3) chorea; or (4) rheumatic carditis (usually first 
noticed at the school medical inspection). The 
following criteria have been adopted in classifying the 
patients in these groups :— 

1. Growing pains.—In recent years there has been 
& tendency to regard as rheumatic all children who 
complain of aching in the legs, but this is not correct, 
and it is important to differentiate two groups of 
cases with ins of non-rheumatic origin. The 
first obvious non-rheumatic group is that in which 

Te is an acute infection with a high tempera- 
ture at the same time as the pains. It is often 
& simple tonsillitis, or may be almost any acute 
infection, eapecially influenza, pneumonia, scarlet 
so ae iphtheria. In these cases the pains 





subside with the main disorder. The second group 
are debilitated children who suffer from aching 
legs. In addition to their limb pains, they have 
recurrent bouts of pyrexia, often with vomiting, 
nausea, or diarrhoea; vasomotor pallor; fatigue ; 
irritability of temper, and loss of weight. They are 
under-nourished and have pale faces, often with dark 
rings under their eyes, and muscular hypotonia with 
all its consequences. These children have recently 
received attention, especially from Cameron,* Vining, * 
and Osman’; the condition from which they suffer 
is variously described as debility, hypoglycemia, 
cyclical vomiting, or acidosis. It is not our purpose 

discuss these children apart from their relation to 
rheumatic disease, but they frequently suffer from 
limb pains which are certainly not due to rheumatism. 
The distinction is usually straightforward, but is com- 
plicated when debility and rheumatism occur together. 

The principal diagnostic points may be s i 
as follows :— 

(a) The limb pains of the debilitated child only occurin 
the legs, whereas true rheumatic pains affect the arms as 
well, though eae f to a lesser extent. 

(6) The pains of debility only occur during or imme- 
diately after exercise and disappear with rest, whereas the 
rheumatic pains occur at any time and are particularly 
noticeable at night. Thus it is only the rheumatic child 
who is kept awake with pain at night. 

(c) The pains of debility are not true pains, but an 
“aching” or “feeling of tiredness”? in the legs. Many 
rheumatic children, in addition to minor aches, have severe 
pains as well. 

(d) In cases of doubt, the effect of treatment may be of 
value. The aching of the debilitated child usually pe ae 
to treatment by sugar or glucose.** The pains of true 
rheumatism do not yield to this, but of course subside with 
adequate doses of salicylates. 

2. Severe joint pains with high pyrexia—the 
classical acute rheumatism—have become rarer in 
recent years, and many “ joint pains’’ are found on 
analysis to be extra-articular. But typical acute 
rheumatism is still very common, and when there is 
pain in many joints, perhaps with a collection of 
fluid, the diagnosis is easy. 

3. Sydenham’s chorea is now accepted as a special 
type of rheumatic infection. In early or mild cases 
it may be difficult to distinguish from habit spasms or 
the fidgety movements of a debilitated child. Only 
those children have been classified as choreic in whom 
there was unmistakable evidence of the disease. 

4, Rheumatic carditis.—A few children came to the 
out-patient department for an acquired cardiac lesion 
which was thought to be rheumatic, although there 
was no other manifestation of rheumatism. 

Including all the cases of acute rheumatism, 
rheumatic pains, chorea, or rheumatic carditis, the 
percentage of rheumatic children, compared with the 
total out-patients over the age of three, was about 15 
(Table I). 

TABLE I. 





Percentage of 
rheumatic 
children. 


18-0 
13-7 


Total cases 
above age of 3. 


Cases of . 
rheumatism. 








Guy’s Hospital .. 90 
r ” oe 70 


500 (to age of 10) 
510(,, » 12 





In addition to these 160 cases and the 70 children 
who had been in Carshalton with rheumatic fever or 
chorea, 20 older rheumatic children, seen at other 
on oan departments, have been included. In - 
most of our statistics, therefore, there are 250 cases, 
though sometimes the number quoted is less than this 
because full details were not available about all of 
them. Of these, 38 per cent. are males and 62 per cent. 
females, which bears out the common belief that 
rheumatic disease is more common in girls than in 
boys. The relative incidence of rheumatism, or 
chorea, or rheumatism and chorea (in the same patient, 
not necessarily at the same time), is shown in Table II. 

The preponderance of girls compared with boys is 
seen in each of the subdivisions of the disease. While 
the sex preponderancw for rheumatic pains is 1-2 to 1, 

B 
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that for chorea is 1-9 to 1, and that for chorea with 
rheumatic pains is 2-5 to 1 in favour of girls. This 
agrees with the accepted teaching on the subject. 


TABLE II. 








|All cases.| Boys. 
250 95 


124 | 56 
47 16 
75 








Rheumatic pains only 
Chorea onl oe 
Chorea and rheumatic ole 
Rheumatic carditis, but no history 
of rheumatism or chorea 3% 


ee 
4 2 








HEREDITY IN RHEUMATISM. 
The tendency of rheumatism to run in families is 
well known ; it is of interest from an setiological point 
of view to trace the frequency (Table III.) 


TABLE ITI. 





| 
| | Percentage with family history 
C | ofrheumatism or chorea, in 
ases. | brothers, sisters, parents, 
uncles or aunts. 





Rheumatic children . 


° 226 58 
Non-rheumatic children 162 


23°5 





The table shows that 58 per cent, of rheumatic 
children give a family history of this condition in a 
near relative, as compared with 23-5 per cent. of non- 
rheumatic children. But while it is rare for a non- 
rheumatic child to give a history of more than one 
relative with rheumatism, it is extremely common for 
rheumatic children. Thus amongst this series we 
have one family where all four children have rheuma- 
tism, and another where three out of four children 
have rheumatism. It is also common to find that 
close relatives of rheurmatic children have died of 
rheumatic heart disease in early or middle life. Children 
who have had chorea show a family history of 
rheumatism or chorea just as commonly as children 
who have had rheumatism only (Table IV., col. 3). 


TABLE IV. 





Percentage with a family history (in 
| brothers, sisters, parents, uncles or aunts). 


(2) of (3) of 
heumatism 
| but not of 

chorea. — 





45 | 
64 
117 


{a) Chorea only 
(6) Chorea and 
rheumatism) 

<«c) Rheumatism 
only 


26°5 
23°5 
49-5 





9°5 





Columns 1 and 2 of this table show that a child who 
has a family history of chorea is much more likely to 
develop chorea as one of its rheumatic manifestations 
than if there were no such history. In other words, one 
of the chief factors concerned with the development of 
chorea is an inherited tendency. 


THE AGE OF INCIDENCE. 

The age at which the first symptoms occur has 
always been a striking feature, and is illustrated in 
Fig. 1. We have not included cases over 10, because 
so many of our patients have been taken from a 
children’s out-patient department that it would not 
give a fair picture of the relationship of the periods 5-9 
and 10—14, and still less of the older ages. 

The disease is never seen in the first two years of 
life, and is extremely uncommon before the age of 4. 
The incidence reaches a maximum during the sixth 
and seventh years, and then begins to fall, though 
we have no comparable figures for adults. We have 
seen first attacks of typical chorea at the ages of 18 
and 21 respectively, but this is uncommon. Chorea is 





— 


not met with in this series under the age of 4, although 
there are eight cases of rheumatic pains starti 
before this. In fact, when we set out the number 
of cases of rheumatic pains and of chorea separately 
(Fig. 2) there are more cases of rheumatism in the 
early years of life than there are of chorea. It appears 
that the onset of chorea is first found when the child 
begins to fend for itself, and mix with other children 
in the streets and at school. Undoubtedly the 
mental strain of these factors is contributory to its 
first occurrence, and this is in keeping with the more 
generally recognised fact that the strain of school 
life and examinations is in part responsible for chorea 
in older children; this accounts for the increasing 
number of cases of chorea among the rheumatic 
manifestations at the ages of 7, 8, and 9 shown in 
Fig. 2. 

7 Monthly Incidence of Rheumatism. 

The time of year at which the attacks develop is 
of importance, and there is a general impression that 
more cases are seen in the winter. This is borne out 
by Fig. 3, which shows the months during which 
first attacks and recurrences are most likely to occur. 
It does not represent the month when they attend 
as Out-patients, but in each case a careful history has 
been obtained as to the actual onset. The incidence 
rises sharply in September, and then gradually until 


. 


a@ maximum is reached from November to April, 


Fie. 1. 





No. OF CASES 
2 2 Be 


on 


—— n . : 
4 5 6 7 8 +) 
AGE IN YEARS 


Chart showing incidence of rheumatism and chorea in 
children under 10. 











From May to August there are many fewer attacks. 
In this series 135 attacks started in the four months 
from November to February, compared with 71 from 
May ‘to August—a proportion of nearly 2 to 1. This 
monthly incidence is of pe Arr in considering 
ztiology, and is probably related to the damp, cold 
atmosphere and the lack of sunlight and vitamins— all 
factors which undermine the health of the city child. 


ComMMON SYMPTOMS PRECEDING RHEUMATISM. 

In the absence of knowledge of the infecting agent, 
it is extremely important to maintain the child’s 
health and resistance to infection; at present this 
is the angle from which the disease is being 
treated. We agree with Vining, who maintains 
that it is the debilitated child who develops rheu- 
matism. We have not compiled statistics on this 
point as he has done,‘ but a series of common symp- 
toms which have been complained of by the parents 
as occurring months or years before the first onset of 
rheumatism are: restlessness in sleep,-night-terrors, 
unaccountable crying and bad temper, irritability, 
stammering, fainting, twitching and __ blinking, 
nocturnal enuresis, and loss of weight. ‘The follow- 
ing are the notes of a typical case of a “ debilitated 
child ’”? who developed the first signs of rheumatism 
while under observation. 

A boy, aged 8, was first seen in December, 1927, 
complaining of loss of- weight and appetite for two years: 
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he had frequent headaches and colds in the head. He was 
a thin child, with rounded shoulders, r muscular tone, 
and a few shotty glands in the neck. In January, 1928, he 
attended again and had by then developed typical rheumatic 
pains in his arms and legs, with mild choreiform movements 
and a soft apical murmur. 

The child with “ cyclical vomiting ”’ is common in 
any out-patient department. Allied to cyclical 
vomiting are recurrent pyrexia and recurrent diar- 
rhea, and it is in this wide sense that we have grou 
together children under the heading of “ cyclical 
vomiting.’”’ It has been suggested that debilitated 
children are mostly of the cyclical vomiting type,° 
and are therefore liable to rheumatism. One strong 


Fie. 2. 
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° 4 6 
AGE IN YEARS 
Chart showing comparative age incidence of rheumatism and 


chorea. Continuous line=rheumatism. Interrupted line 
= chorea. 


argument against this is that cyclical vomiting is 
common among the middle and upper classes but 
rheumatism is very uncommon ; it therefore appears 
that cyclical vomiting cannot be an important pre- 
cursor of rheumatism. In 120 rheumatic children 
and 400 other unselected children, as shown by 


TABLE V. 





—_ ~, Percentage with 
Cases. tiem. 


rheuma' 





Children with “‘ cyclical vomiting” ... 149 | 28 
Children without “‘ cyclical vomiting” 371 21 


Table V., there was slightly more rheumatism in 
those with cyclical vomiting than in those without it, 
but the difference was hardly significant. 


RELATIONS OF ACUTE INFECTIOUS FEVERS AND 
TONSILLITIS TO THE ONSET OF RHEUMATISM. 


Any illness which lowers the resistance of a child 
may predispose to rheumatism, and it is commonly 
taught that diphtheria and scarlet fever are parti- 


TABLE VI. 


Period elapsing between onset 
of illness and succeeding 
rheuma\ 


Disease. Z 
o 








Measles as =e 
Measles and pneumonia 
Measles and whooping- 
wash r — 
ooping-coug! 
Scarlet fever .. 
Diphtheria 
cken-pox .. o° 
Mumps and influenza . 
mumnonia ° oo | 
uenza 


3 weeks; 5 weeks; indefinite 
Immediate. 


Coincident. 
Indefinite. 
“Soon after”; 6 
8 weeks ; indefinite (2). 


Immediate (2). 
2 weeks. 


eeks ; 


HeKeENDO OF tO 


5 weeks. 
10 days; indefinite. 





cularly likely to do this. In Table VI. are summarised 
the illnesses which immediately preceded the rheu- 
matic manifestations ; measles and scarlet fever were 
equally common. The other illness which so com- 
monly occurs just before the onset of rheumatism 
is tonsillitis. The limb pains occurring with acute 
tonsillitis usually subside within three to four days 





and do not recur. Among those cases where rheu- 
matism occurred after tonsillitis there was, in almost 
every case, a latent period between the subsidence 
of the tonsillitis and its accompanying pains, and the 
first rheumatic pains or signs of chorea. In this 
series of 250 cases there were 41 with related ton- 
sillitis. Where the tonsillitis occurred about the 
same time as the original attack, the relationship is 
shown in Table VII. In 14 out of these 19 cases 


TABLE VII. 
1 week before tonsillitis 
“* soon after” 
5 days after 
1 week after 
7-10 days after 
2 weeks after 


4 weeks after 
4 weeks after 


rheumatism started at least five days after the onset 
of the tonsillitis, and in another four it started soon 
after, without the exact interval being known. This 
is important from two points of view. In the first 
place, it militates against the idea that the infecting 
agent acquires an entrance with the initial tonsillitis, 
unless there is a long latent period; and, in the 
second place, from a prophylactic point of view it is 
wise to keep any rheumatic child away from school, 
and preferably in bed, for two weeks from the start 
of the tonsillitis. 


eneinonoelh 
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Chart showing the number of cases of rheumatism and chorea 
— each month. 1 denotes January; 2, Februaryj; 
3, March, 


HEART DISEASE IN RHEUMATISM, 

The main importance of rheumatism is that it is 
so often accompanied by carditis. This may show 
itself in various ways, and the local signs in the 
heart fall naturally into three groups, according to 
the part of the heart affected. In this survey all 
cases have been observed for at least six months, and 
often for three years. It is common for a systolic 
murmur to be heard at the apex, especially at the 
height of the disease (43 per cent. of these out- 
patients; 69 per cent. of the in-patients from Car- 
shalton). There were others in whom the first cardiac 
sound had lost definition, resulting in a ‘‘ blurred 
first sound.’’ Broadly speaking, there are two types 
of systolic murmur: (1) the soft, and (2) the harsher. 

(1) The soft systolic murmur is more common, 
and in 44 of the 54 out-patient cases in which it 
occurred it ultimately disappeared. But it is almost 
the rule for this t of murmur to reappear with 
any severe relapse. It is difficult to assess the nature 
of the murmur when it is realised that rheumatism 
gives rise to inflammation of all parts of the heart. 
But its quality, its limited site at the apex, and its 
common association with an enlarged left ventricle, 
lead us to believe that the chief element in its pro- 
duction is the myocardial involvement. 

(2) A harsher apical systolic murmur was met with 
in 11 out-patient cases, and in only four did it 
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disappear. ‘This type is not localised to the apex, but 
is usually conducted to the axilla and up the left 
sternal margin. It therefore ap probable that 
the main factor in its production is mitral endo- 
carditis. It is striking that this type of murmur 
should have disappeared completely in four cases, 
this disappearance being perhaps associated with a 
shrinkage of mitral vegetations and a greater elasticity 
of the mitral valve as the inflammatory exudate 
lessened. 

In addition to the seven cases of a persistent harsh 
systolic murmur which developed while under 
observation, there were four cases with a soft systolic 
murmur which slowly developed into the harsher 
persistent and conducted murmur of mitral regurgi- 
tation. Murmurs were present in a much higher 
—o of those who were treated as in-patients 
at Carshalton and a higher proportion were left with 
signs of mitral endocarditis. No doubt the higher 
incidence of murmurs was mainly due to the much 
more severe rheumatism or chorea, but partly to 
the fact that the patients were in bed under daily 


TABLE VIII. 


| In- 
Out- patient 
| patient) (Car- 
| series, jshalton 
180 | series, 
cases. 70 
cases. 





Endocarditis already present from previous | } 
rheumatism .. - a nee -- | 10 8 
Heart probably normal just before coming 
under observation .. es ee -- |170 | 62 
No murmurs noted ie en kia -. (105 20 
Systolic murmurs which disappeared— 
(a) Soft oe ee ee ee ‘thas 18 
(e) Harsh .. a. pa 4 
Systolic murmurs remaining— 
(1) Of doub' 
(2) Indi 
(a) Murmur originally soft 
(6) Murmur harsh throughout 
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observation. As we personally did not see them at 
this stage we cannot make the same distinction as 
regards the type of murmur; but Foy cent. 
developed a systolic murmur and about half of these 
were left with evidence of chronic changes in the 
endocardium of the mitral valves. In both groups 
there were a few patients who had signs of endo- 
carditis when they first came under observation with 
fresh rheumatic symptoms (Table VIII.). 

Heart disease is more likely to occur in cases of 
rheumatism than in patients with chorea who have 
never had rheumatism (Table IX.). 


TABLE IX. 





Percent! 


Cases. with tis, 


the attack of rheumatic fever, in each case during a 
relapse which would otherwise have been called a 
minor one. 

ent of the heart, as demonstrated by the 
apex beat and percussion of its left border, may be 
@ fallacious sign, because a forcibly beating apex, 
due perhaps to excitement or pyrexia, tends to come 
into a wider area of the chest wall and so gives an 
increased area of dullness. Bearing this in mind, 
and restricting the term “‘ enlargement ’”’ to cases in 
which it was demonstrable on succeeding visits to 
hospital, it was found in 37 of the 180 out-patient 
cases; the extent is shown in Table X. The greater 
degrees of enlargement persisted in nearly half the 
cases, but the smaller degrees tended to disappear. 





ment of 
e left. 





Degree of e 
the heart to 





(a) Half an inch and above 
(b) Less than half an inch 








Clinical evidence of pericarditis or adherent peri- 
cardium was recorded in only four of the out-patient 
cases, and in all of these the heart was seriously 
affected. One case was first brought to the out- 
patient department on account of numerous rheu- 
matic nodules, and routine examination revealed 
their presence in three other cases. In our experience 
they have been uncommon in London during the 
last five years. There was erythema in nine cases; 
erythema nodosum in four, and erythema multiforme 
in two, while in the other three the rash was not 
seen but there was a history of erythema. 


EFFECT OF PROLONGED INSTITUTIONAL TREATMENT 
AT CARSHALTON IN PREVENTING RELAPSES, 

An attempt has been made to compare the results 

of the treatment at Carshalton (on an average for 

eight months) with those obtained in the group 

treated at home and as out-patients. A small number 

of these had occasional treatment in infirmaries or 


TABLE XI. 





Period of observation. 





First year .. 





Rheumatic pains only iat 124 51 
Rheumatism and cho ‘ 75 56 
Chorea only es oe | 47 34 








Of the 47 cases of persistent mitral murmur (includ- 
ing the 18 of these who had developed it from earlier 
attacks of rheumatism) there were 18 who had signs 
of mitral stenosis. Two were only 6 years old, 
four were 8, and eight others were still under 14. Only 
seven had aortic incompetence. The youngest, 
aged 6, only gave a history of rheumatism during 
the previous six months, but the size of the heart 
and its X ray appearances made it certain that there 
had been rheumatic carditis of much longer standing. 
Three others had aortic incompetence when first seen, 
aged 10 to 14; they had suffered from rheumatic 
fever already, on an average for two years. One of 
these, aged 12, had aortic stenosis; he was 9 when 
he had his first attack, and aortic incompetence was 
diagnosed with his second attack when he was 11. 
In the last three, aged 8, 13, and 14 respectively, 
aortic incompetence was noted one or two years after 





(where there had 
first 

aia 
first 


year 
been no relapses during 
year) ~e re ina 

Third year (where there 
been no relapses during 
two years) oe 
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special heart-homes, but in them the average period 
of institutional treatment was short, and not to be 
compared with the better conditions at Carshalton. 
Both proms here are limited to those who attended 
as out-patients for at least a year, and the number 
with major and minor rela: was agreed upon by 
both of us when we wor through the records 
together. A minor relapse is indicated by “‘ growing 
pains ’’ of rheumatic type persisting for some da 
or accompanied by a mouth temperature of 100° F., 
and a major relapse by a recurrence of acute art 
carditis, chorea, or prolonged and severe ‘“ growing 
pains.” Adopting these criteria, the results are 
shown in Table XI. The number of relapses in the first 
three years was only half as many in the children 
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who went to Carshalton as in those who did not. 
This is all the more striking when it is 
originally they were more severe cases with a higher 
incidence of permanent heart disease, and so should 
be more likely to show relapses. 
Apart tion these definite relapses, there is the 
difficult question of deciding when an attack has 
really come to an end, particularly as rheumatic 
carditis may continue without any obvious pains. 
In any child with active rheumatism it is common to 
find pyrexia and a raised pulse-rate, and recently 
Bourne * has stressed their importance as evidence 
of active disease. We have the gs caging and pulse- 
rate of every rheumatic child taken at each visit, 
and though occasionally there may be slight pyrexia 
and tachycardia due to excitement, this can be 
excluded if the temperature and pulse be taken by 
a district nurse in the patient’s own home for a few 
days. Otherwise a persistent mouth temperature 
«al 100° F., after all other symptoms and signs of 
active rheumatism have disappeared, generally means 
active or smouldering disease, and needs treatment. 
As the active disease subsides, so does the tempera- 
ture, usually to 98° F. pyrexia, and the pains, 
may be masked if salicylates are given, and as there 
is no evidence that they have any beneficial effects 
once the acute pains have subsided we make it a 
rule never to give them to an out-patient after the 
acute phase. Even in the absence of pyrexia, tachy- 
cardia—e.g., in a child of 10-12 years a pulse-rate 
above 100—persisting after the acute symptoms have 
subsided is in many cases due to a smouldering 
carditis, of which there may be no other evidence. 
Most children have sinus arrhythmia during health, 
and a return of this usually means a subsidence of 
acute rheumatism. 


THE TONSILS IN RHEUMATIC AND NON-RHEUMATIC 
CHILDREN. 

There are such conflicting opinions about the 

importance of tonsillar sepsis in rheumatism that a 

special study has been made of this problem. The 








TABLE XIT. 
] 
| Percentage with history of 
— | Come tonsillitis. 
Rheumatic children | 166 58-4 
Non-rheumatic ,, | 250 58-0 





proportion of rheumatic and non-rheumatic children 
who give a history of one or more attacks of 
tonsillitis is the same (Table XII.). 

Another method of investigating this relationship 
is to compare the tonsils of rheumatic and non- 
theumatic cases. It is difficult to define what is 


TABLE XII. 


Percentage distribution 
according oo Someta of 








_ SS Ogee a pear yee Greer nage 
| Donbtfnl 
Very | septic. | or not 
| septic. | septic. 
Rheumatic children ..| 145* ie eet ee 
Non-rheumatic ,, ..| 412* 5 | 48 | 46 


—_ 





* See footnote to Table XIV. 


meant by septic tonsils, but the points considered 

Were the degree of redness, the superficial scarring, 

the presence of large red granulations projecting from 

the surface, and the amount of debris in the crypts. 
se criteria apply equally to the tonsils of both 

groups, and the results, set out in Table XIII., show 

re "genes difference between the two sets of 
ren 


A method of assessing the degree of septic absorp- 


tonsillar group of lymphatic glands. This is less 
subject to the personal equation of the observer than 
estimating the degree of sepsis of the tonsils them- 
selves, and is perhaps more reliable. Applying this 
classification to the rheumatic and non-rheumatic 
children, we get the results shown in Table XIV. If 


_ TABLE XIV. 




















Percentage distribution according 
to size of tonsillar glands. 
ux . te | Not 
Very | En- | Readily| 9 
large. | larged. |palpable. a. 
Rheumatic children® 145 i) 40 ee 
Non-rheumatic _,, 284 14 49 25 12 








. ~ © Tonsillectomised children are excluded from both groups. 


there is any significant difference, the size of the 
tonsillar glands is less in the rhe atic children. 

The influence of tonsillar > may be sum- 
marised by saying that the ois are not more 
septic, and that the degree of septic absorption (as 
judged by the size of the tonsillar lymph glands) is 
rather less in the rheumatic than in the non-rheumatic 
group. 


Influence of Tonsillectomy on the Subsequent Onset of a 
First Attack of Rheumatism. 

Many enthusiasts claim that tonsillectomy would 
have prevented the first manifestations of rheuma- 
tism, but our statistics do not support this view. 
The term tonsillectomy has been restricted to patients 
whose tonsillar bed was com 2 gore free of all remnants. 
Cases in which the removal was incomplete are con- 
sidered separately. The non-rheumatic children are 
fair as a control group of the population in the 
hospital neighbourhood, as the majority attend for 
minor ailments (such as common colds). In each of 
the children who developed rheumatism a careful 
history was taken to be sure that complete removal 
of the tonsils took place before the first manifestation 
of rheumatism. These results are expressed in 
Table XV. 

TABLE XV. 


| 


| 


a x 
— | su uen' 
| Cases. | peog od 








| dev: 
| rheuma 
Children with complete tonsillectomy* | 124 | 15-3 
anes Vo Gyposts have never been | 
ss 843 | 156 
Chi dren with, Eenatels tonsiliectomy | | 43 | 32-5 


mee | 
*T 


average time elapsing between ‘tonsillectomy and the 
development of rheumatism was just under two years; the 

erage time between tonsillectomy and the first attendance of 
the ten non-rheumatic children at the out-patient dopertment was 
the same, so that the figures are quite comparable 





Complete enucleation of the tonsils is without 
effect in preventing the onset of rheumatism, the 
proportion of children who subsequently develop 
rheumatism being the same as if the tonsils had not 
been enucleated. But the series of children with an 
incomplete tonsillectomy before the onset of rheu- 
matism shows a much greater tendency to develop 
rheumatism. As this group comprises 25 per cent. 
of the cases with a tonsillar operation it is a sufficient 
justification for insisting that this operation shall 
always be done by skilled hands, so that the enuclea- 
tion is complete. 

Of the of children who had tonsillectomy before 
the onset of rheumatism, 14 developed chorea and 
10 developed rheumatic pains in their first attack ; 
the first manifestation is therefore more commonly 
chorea than rheumatic pains. This is contrary to 


what happens in non-tonsillectomised children, and 
agrees with the findings of the Medical Research 





tion from the tonsils is by measuring the size of the 





Council Report? that in recurrent attacks after 
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tonsillectomy, chorea is more likely to be met with 
than if tonsillectomy had not been performed. In 
view of the possible relations of diseased tonsils to 


TABLE XVI. 





| Percentage with the 
first manifestation as— 
Rheumatic 


firs’ 
Chorea pains. 





Rheumatic children with— | 

(a) Tonsils removed before the 
first symptoms of rheu- | 

<a Og rap eee 24 | 58 4 

(b) No operation on tonsils 161 33 6 


2 
7 





| 
| 


rheumatic heart disease we are summarising this 
investigation with reference to tonsillar sepsis in 
non-rheumatic children, and in rheumatic children 
without cardiac involvement, with temporary cardiac 
involvement, and with permanent cardiac involve- 
ment (Table XVII.). There is no evidence that there 


TABLE XVII. 








Percentage distribution of cases according to the 
condition of the tonsils. 


Rheumatic— 
tener | 
| Without! Tem- | Per- 
porary | manent 
| cardiac | cardiac | cardiac 
signs. | signs. 
48 | (22 


Per cent.|Per cent. Per cent.|Per cent. 
Condition of tonsils— j 
. Very septic .. e 5 4 6 
2. Septic 7 os 48 41 54 
3. Doubtful or normal 46 54 
Size of tonsillar glands— 
1. Very ne ee 


| 
— 





Non- 
rheu- 
matic. 





Cases ee @se 412 75 








49 
25 
12 


58 


2. E + is at 
3. Readily palpable .. 
4. Not y palpable 
History of sore-throats. . 





14 | 
| 
| 
| 





is any relationship between tonsillar sepsis and the 
development of temporary or permanent carditis. 
It is important to see whether complete tonsillectomy 
before the onset of rheumatism causes the heart to 
be spared when rheumatism develops. The results 
are shown in Table XVIII., and there is no evidence 


TABLE XVIII. 








Rheumatic children with— 
(a) Complete tonsillectomy before the 
onset of rheumatism o% 
(b) No operations on tonsils .. 


~* The term carditis is used where an organic systolic murmur 
was present (76 cases), and in cases with at least half an inch 
a of the left ventricle beyond the nipple line (seven 
cases). 


at all that the heart is spared. Contrary to the 
suggestion of Reginald Miller,! tonsillectomy is no 
more use as a prophylactic against the heart becoming 
involved in cases of rheumatic fever than in cases of 
chorea. Actually in our series the highest percentage 
developing carditis was among the choreic children 
whose tonsils had been removed earlier. 


SUMMARY AND CONCLUSIONS. 
Rheumatism occurs so frequently in the children 
of the poor that 15 per cent. of these above the age 
of 3 attending two hospitals in South-East London 
attend for this disease. Our impression is that the 
poorest are the most commonly affected, and it 





is certainly as common: in them as in children 
of the artisan class. This is contrary to the findings 
of the Reports of the Medical Research Council and 
the British Medical Association.! ?# 

Among these 250 cases three girls are affected for 
every two boys, and this sex preponderance is more 
marked in chorea. Rheumatism rarely occurs before 
the age of 4, and chorea rather later. The commonest 
age for the onset is 6 or 7 years, after which there is 
a slight decline. But later chorea forms a larger pro- 
portion, probably owing to the strain of life at school. 

A family history of rheumatism occurred in nearly 
60 per cert. of these cases, but in only just over 
20 per cent. of some non-rheumatic controls; it ig 
therefore an important etiological factor. Further, 
it has an influence in determining which rheumatic 
manifestation is likely to occur, for chorea was found 
more often where there was a family history of 
chorea. 

An attack of rheumatism is more likely to start 
during the winter months from November to April. 

One of the most important factors predisposing to 
rheumatism is a debility. Thus an attack often 
follows the specific fevers—e.g., measles or scarlet 
fever. ‘‘ Cyclical vomiting ”’ is of little importance in 
this respect. 

In the same way tonsillitis may predispose to 
rheumatism. In almost every case in this series, 
where there was a history of related tonsillitis, there 
was a latent period of from several days to three to 
four weeks. If the infecting organism gains an 
entrance during the attack of tonsillitis this is con- 
trary to the idea that it is a streptococcus. Children 
who have once had rheumatism should be kept 
indoors for at least two weeks after tonsillitis. 

A systolic murmur was heard during the height 
of the illness in about half these patients, and was 
much less common in chorea than in other cases of 
rheumatism. Permanent signs of heart disease 
remained in 15 per cent. of the “ out-patients ” and 
in 30 per cent. of those who had been treated as 
in-patients at Carshalton, obviously because these 
had suffered from much more severe attacks of rheu- 
matism or chorea. In spite of this there were only 
about half the number of relapses among those 
patients who had been given a long course of insti- 
tutional treatment at Carshalton. 

There is no evidence that the tonsils of rheumatic 
children are more septic than those of non-rheumatic 
children ‘attending as out-patients. The frequency 
of tonsillitis, the septic appearance of the tonsils, and 
the degree of enlargement of the tonsillar lymph 
glands are similar in the two groups. Moreover, 
complete enucleation of the tonsils before there were 
any signs or symptoms of rheumatism (on an average 
two years before) did not prevent its onset or diminish 
its frequency. Nor did it in any way lessen the 
incidence of rheumatic carditis. Thus there is no 
evidence to support routine tonsillectomy at an early 
age as an attempt to prevent rheumatism. Incom- 
plete enucleation of the tonsils is followed by an 
increased tendency to develop rheumatism. The only 
justification for their removal in a rheumatic child 
is when the general health is being undermined by 
repeated sore-throats or very septic tonsils. Especially 
is their removal contra-indicated during or imme- 
diately after an attack of rheumatism. 


We should like to thank Dr. H. C. Cameron, in 
whose out-patient department some of these children 
attended at Guy’s Hospital, and the medical super- 
intendent of Queen Mary’s Hospital, Carshalton, for 
the notes about other patients during their residence 
there. One of us (E. C. W.) would like to acknow- 
ledge a grant from the British Medical Association 
which helped in this work. 
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ALTHOUGH it is admitted that puerperal fever may 
arise from a pre-existing focus in the genital tract, 
such as the glands of the cervix, examples of auto- 
infection are considered to be rare, and for a long time 
it has been customary to teach that the inflammatory 
sequelz of labour are due to direct inoculation of 
some part of the birth canal from without. As a 
result of these modern views, which the general public 
has been quick to absorb, there is a widespread 
impression that puerperal fever is usually set up by 
direct contact, and is therefore the result of faulty 
technique or lack of skill on the part of the midwife 
or doctor. 

Whilst no modern surgeon will question the necessity 

for a careful technique in the conduct of labour, there 
can be no doubt that the importance of such technical 
details has been greatly exaggerated ; indeed, the 
employment of an elaborate ritual is in itself open to 
criticism, for it is obviously absurd to regard the 
natural act of labour as a surgical emergency. Striking 
proof of this assertion is afforded by the figures pro- 
duced at the Congress on Puerperal Sepsis held in 
London in 1925, where it was shown that of all the 
fatal cases of puerperal sepsis presented to the meeting 
approximately 30 per cent. had occurred after per- 
fectly normal labours, and the bulk of fatalities was 
not derived from patients who had received serious 
shock and trauma during labour. On the contrary, 
it is a by no Means uncommon experience to find that 
many patients who receive a great deal of trauma 
during delivery make uninterrupted and afebrile 
recoveries, and it has long been known that the 
incidence of puerperal fever is not necessarily increased 
by the presence of infective vaginal discharges during 
pregnancy. These anomalies are partly explained by 
the variations in virulence of the causal organisms, 
and partly by the different degrees of immunity that 
are found in individual patients, but these variants 
are not a complete explanation of the astonishing but 
well-established fact that severe and sometimes fatal 
puerperal sepsis may follow a perfectly normal] labour 
conducted in the presence of the most modern surgical 
surroundings. 
_ It is, of course, universally acknowledged that birth 
injuries and faulty technique are both dangerous 
allies of puerperal infection but, if septicemia may 
and actually does develop without their assistance, it 
is clear that other factors must be taken into account 
in order to explain the origin of the fever. Amongst 
these factors are two which have received little 
attention, namely : : 

1. The invasion of the body through extragenital 
portals such as the throat. 

2. The occurrence of indirect modes of infection 
as opposed to direct contagion in the spread of the 
disease. 

In order to illustrate how by these means pue 
Sepsis May assume an epidemic form, we wi 
bring forward a group of cases lately under our care, 
in which the birth canal was not the portal of entry, 
and the organisms were not conveyed by the hands or 
instruments of the obstetrician. 


Case 1, July 28th.—A young primipara, three weeks after 


® normal labour and an afebrile puerperium, developed a 
sore-throat, fever, and a typical scarlet rash, and was trans- 
ferred to the fever hospital. 


eral 





Case 2. August 1st.—A multipara who had been delivered 
normally the previous day complained of a sore-throat and 
some backache, and was found to have a temperature of 
100° F. The next day there was pain in the breast and later 
a breast abscess was opened and drained. The baby 
developed in the right eye an ophthalmia, bacteriologically 
negative to gonococci. 


Case 3. August Ist.—A multipara on the seventh day of 
the puerperium developed a temperature of 101° F. which 
persisted for some days without other symptoms, except 
increase of the pulse-rate. 


Case 4, August 1st.—A multipara who had been delivered 
of twins nine days previously was found to have a tempera- 
ture of 102-8° F. and a rapid pulse. Glycerin injections of 
the uterus were started, and she was given anti-scarlet fever 
serum and radiostoleum capsules. Throat swabs were 
negative, but she had the clinical appearance of septicemia, 
and for some considerable time was dangerously ill. She 
eventually recovered. Both babies developed fever and 
scarlet rashes; both recovered. 


Case 5, August 5th.—A two-para was delivered of living 
twins on August 3rd, the labour being perfectly natural in 
every way. On the 5th the temperature rose to 103-4° F, 
and the pulse-rate to 134. Glycerin injections and anti- 
scarlet fever serum were given, but the patient died on 
August 9th, six days after delivery. The post-mortem 
showed the usual signs of septicemia. Both babies develo 
scarlet fever, and one died two days after the mother. The 
second was transferred to the fever hospital. 


Case 6, August 6th.—A multipara delivered on the Ist inst. 
complained of general malaise and some tenderness in the 
right breast. The temperature rose to 101° F. and the 
tongue was slightly suspicious of scarlet fever. She was 
given anti-scarlet fever serum, and gradually recovered 
without any local infection of the breast. The child ran a 
temperature between 99° and 100° for ten days, and showed 
an atypical scarlet rash on both legs. 


Case 7. August 10th.—A baby born on the 5th was found 
to have a temperature of 102°F. A scarlet rash appeared 
two days later; the mother remained afebrile. 


Case 8 August 12th.—A multipara delivered six days 
previously complained of acute pain in the o- with fever ; 
later the right breast was inflamed and she developed an 
abscess. The baby ran a temperature for some days without 
any other symptoms. Both made a good recovery, 


Case 9. August 23rd.—A baby four days old developed a 
rash on its chest and a temperature of 102-4° F. ; the rash 
was suggestive of scarlet fever. The mother also ran a 
slight temperature, and had a painful nodule in one breast. 


Case 10, August 24th.—A multipara developed a tempera- 
ture of 104° F., with quickening of the pulse-rate. She had 
been delivered normally three days previously and was 
subject to rheumatism. The pyrexia persisted for some 
days, but there were no other physical signs. The baby, 
however, developed a scarlet type of rash which was accom- 
panied by a slight rise of temperature. 

Ophthalmia.—Between July 30th and August 9th five 
cases of ophthalmia were reported in the wards. The swabs 
of all were negative to gonococci; three of the cases were 
unilateral and two bilateral. 


These cases of puerperal sepsis constitute a small 
epidemic of scarlet fever, for although the clinical 
manifestations were neither uniform nor typical, but 
included breast infection and ophthalmia, we have no 
doubt that the whole series was due to the same 
organism and derived from the initial case of scarlet 
fever. Fortunately the latter was typical and easily 
recognisable, for if the nature of the illness of this 
patient had been overlooked (and ambulant cases 
of scarlet fever may easily escape notice), then the 
whole significance of the epidemic would have been 
missed ; the fever would have been attributed to 
the ordinary channels cf infection, and this would 
have led to a careful but futile revision of the technique 
in use in the hospital. Such an inquiry was, indeed, 
carried out in the present instance, but it threw no 
light on the origin of the outbreak ; no fault could be 
found in the methods or the personnel, whose efficienc 
is established by the morbidity-rate of the heunital, 
which is definitely below the average. In our opinion 
the septic manifestations in these women and babies 
were the result of invasion by an air-borne organism, 
and not due to primary involvement of the genital 
tract through direct contact. We do not wish to 
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suggest that this type of puerperal fever is common, 
but we believe that the possibility of its occurrence 
has been largely forgotten, and that it involves 
questions that are much more serious than the spread 
and control of scarlet fever itself. It is true that the 
latter is a common disease, and one that may assume 
atypical forms that are difficult to recognise ; there 
are ambulant cases who feel well and refuse to seek 
advice. It is also true that patients with mild 
symptoms may convey the disease to others in whom 
it may appear in a more serious form. 

In the present series the origina] case was a mild 
one, but two of the contacts died of septicemia and 
two others were dangerously ill. If these facts are 
correct, and if the disease can be carried by healthy 
people, then scarlet fever may well be the cause of 
some cases of puerperal fever whose origin is otherwise 
inexplicable. If one type of streptococcus can be 
‘carried’ and gain entrance to the body through 
extragenital portals, then it is not unreasonable to 
suppose that other streptococci may be harboured and 
conveyed in asimilarmanner. Itisim ible to dog- 
matise on the exact method by which these organisms 
are spread, but the mouth, air passages, throat, and 
clothing of the nurses and attendants are all potential 
sources of infection. In « similar way the clothing, 
dressings, bedding, and bed-linen of the patients may 
contain the organism, and on occasion lead to a serious 
outbreak of puerperal fever. 

Such a possibility raises the question of the advisa- 
bility of admitting visitors to maternity wards, and 
the value of overalls, face-masks, and the sterilisation 
of bed-linen. The proposal that normal labour 
should be conducted as a surgical operation has 
rightly excited the scorn of many able obstetricians, 
especially those in practice in country districts, but 
it is only fair to point out that the conditions under 
which such practitioners carry out their work are 
entirely different from those found in hospital practice. 
Even a simple hospital technique ,is difficult if not 


; ae Ag to achieve in private practice, where, 
indeed, 


it is generally unnecessary, because the 

chances of infection under the normal conditions 
of home midwifery are remote, unless infection is 
resent in the house or the attendants are suffering 

m some focus of sepsis. The puerperal woman 
in her own home, therefore, runs little risk of extra- 
neous infection, for she is protected by the isolation 
of her own bedroom. But different methods of 
securing such protection must be applied to institu- 
tional midwifery, for since the days of “‘ hospitalism ”’ 
in the pre-Listerian era it has been recognised that 
the presence of one septic case in a ward may con- 
taminate others, and that the degree of risk depends 
upon the number of patients and their proximity 
to each other. This risk is chiefly due to direct 
contact, and can be largely eliminated by the employ- 
ment of antiseptic methods, but if the causal organism 
may be conveyed by carriers and gain entrance to 
the body through portals that are outside the genital 
tract, then it must follow that local measures alone 
are not sufficient, and a much more complete method 
of preventing the spread of infection must be adopted. 

In hospital practice, where a constant stream of 
patients is being admitted and discharged and where 
nurses and students are constantly changing, the 
chances of an air-borne infection are by no means 
remote, and in all such institutions careful attention 
must be given to the necessity for eliminating risks 
of this type; the sterilisation of gowns and bedding 
and the wearing of face-masks are not simply a pious 
ritual but a practical contribution to preventive 
medicine. 

Tf it is necessary to revise the present methods of 
preventing the outbreak of sepsis, it is doubly impor- 
tant to legislate for the disposal of patients who are 
actually suffering from this disease, Notification 
of puerperal pyrexia is a valuable contribution to this 
latter problem, but there is no provision for the 
admission of these patients to hospital. Treatment 
should include strict isolation of the patient, the 
sterilisation of all clothes and bedding, and the employ- 





ment of an entirely separate nursing staff—in other 
words, conditions that are found in an ordinary fever 
hospital, The concentration of these cases into one 
Roepe! or into the annexe of a maternity hospital 
will not only check the spread of infection but will 
afford a valuable opportunity for clinical team-work 
and research. Such an investigation into the patho- 
logy and treatment of septicemia is urgently required, 
and may lead to the elucidation of what is at present 
an unsolved problem. 


Conclusions. 

(1) Puerperal sepsis may be due to air-borne 
organisms, and may gain entrance to the body through 
extragenital routes. 

(2) Allinfected puerperal women should be isolated 
as strictly as patients with other infectious fevers, 

(3) Adequate hospital accommodation and a special 
nursing staff should be provided for the treatment of all 
cases of puerperal sepsis. 
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THE great variety of irritants which have been 
employed to produce obliterative thrombophlebitis 
in varicose veins is sufficient indication that no one 
of them is perfect. The properties required of an 
ideal agent for this purpose seem to be :— 


1, It should be non-toxic—i.e., it should give rise to no 
symptoms of poisoning, even when employed in considerable 
quantity. 

2. It should be reliable and safe in its local effects, the 
degree of inflammation induced corresponding to the dose 
employed, and the risk of periphlebitis and necrosis being 
reduced to a minimum, 

3. Its use should be as painless as possible, both at the 
time of the injection and during the reaction. 

4. The time occupied in treatment should be as short as 
possible. 


None of the substances commonly employed for 
injection satisfies all these requirements. The 
various sodium salicylate, sodium chloride, glucose 
and quinine solutions fall considerably short of the 
ideal. Sodium salicylate and quinine are potential 
poisons and the quantity which can be injected at 
one time is therefore limited. Toxic symptoms, 
especially with quinine, are not infrequent and may 
occasionally be alarming. Glucose and sodium 
chloride, while free from this objection, have proved 
most unreliable in our hands. Sodium salicylate and 
quinine produce, in the main, satisfactory reactions 
in the injected veins, but the percentage of undesir- 
able and unexpected local incidents was disconcert- 
ingly high in a series of 400 cases, including all 
types, recently reviewed. A considerable proportion 
of the cases in this series had been injected with both 
salicylate and quinine solutions at different stages of 
their treatment, which made it difficult to assess the 
relative merits of the two solutions. Nevertheless, 
certain deductions were clear. Focal necrosis occur’ 
after 1 per cent. of all injections made, half the cases 
following quinine and half sodium salicylate. Painful 
reactions with undue swelling and redness (perl- 
phlebitis) were twice as frequent after the use of 
salicylate solutions. Im general, the salicylate 
reaction remains a local one, though occasionally it 
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occurs at a distance from the actual site of injection. 
With quinine, on the other hand, there is a distinct 
tendency for the inflammatory process to spread 
widely beyond the point of injection. In several of 
our cases this spread was very extensive, a single 
injection in the calf resulting in an intense reaction 
affecting the whole length of the saphenous vein 
right up to the saphenous opening. Failure to 
produce any reaction at all was more common with 
the weaker (20 per cent.) sodium salicylate solution. 

Everyone agrees that the pain produced by sodfum 
salicylate, especially the stronger solutions, is a 
serious disadvantage. It is true that a local anes- 
thetic such as ethocaine may be added, but this 
involves a risk of unrecognised extravasation, as 
emphasised by Sicard. 

uinine and urethane injections are not open to 
this objection, but the after-aching may be con- 
siderable, and in a few of our cases intense and cramp- 
like pains have followed use of this solution; in 
one or two instances these have persisted for several 
weeks. Lastly, the duration of treatment in cases 
with extensive varicose veins often proves long and 
wearisome. 

It seems to us therefore desirable to find some 
substance which will more completely satisfy the 
ideal requirements. We suggest that sodium mor- 
thuate will do so. This substance has been employed 
as an intravenous injection for other therapeutic 
purposes, and one of us (P. B. K.) had noted its effect 
on the vein injected and suggested its possibilities 
for our present purpose. Accordingly it was tried 
and proved satisfactory. By careful observation and 
experiment over a prolonged period we have arrived 
at what we consider to be the most advantageous 
method of using it. 

Sodium morrhuate is the sodium salt of a fatty 
acid extracted from cod-liver oil. In solution it is 
dark brown in colour, soapy in consistency, and has 
the characteristic cod-liver oil smell. It has been 
prepared for us by the British Drug Houses, Ltd., in 
ampoules containing 5 c.cm. of the sterilised solution. 
A small quantity of carbolic acid (to 0-5 per cent.) 
is added as a preservative, though this is not abso- 
lutely necessary. We would emphasise the fact that 
the carbolic has nothing to do with the reaction 
produced on injection, as the pure solution gives the 
same results. The two strengths prepared for us 
are 5 per cent. and 10 per cent. In cold weather the 
solution will frequently appear partially coagulated. 
The phial should then be immersed for a few minutes 
in warm water, when the contents will clarify except 
for a slight permanent haze. It is not necessary to 
inject the solution hot. In loading the syringe it is 
advisable to employ a large-bore needle, as the solu- 
tion rather easily becomes frothy. This is changed 
for the fine needle before making the actual injection. 


Effects of Injection. 

1. General——Sodium morrhuate has no toxicity, 
and amounts up to 10 or 12 c.cm. of the 10 per cent. 
solution have con given at one time. No general 
symptoms have occurred in any of our cases. The 
solution lakes the blood as does sodium salicylate, 
but this effect seems of no practical consequence. 

2. Local.—The effect on the injected vein is usually 
prompt and striking. The vein at the site of injection 
becomes swollen and hard within a few moments for 
a distance up to an inch. On withdrawal of the 
needle the puncture seals itself quickly and subse- 
quent extravasation does not occur. This fact 
enables a succession of punctures to be made rapidly 
with safety. In certain cases the vessel wall con- 
tracts, and swelling and hardening do not appear ; 
though this usually augurs failure, obliteration of the 
vein lumen not infrequently follows. An important 
point is that sodium morrhuate is for practical pur- 
Poses innocuous to the subcutaneous tissues. One of 
us (P.B. K.) has injected quantities up to 4 c.cm. 
into his own arm without any ill-effect beyond a 
slight local tenderness. The*reaction on the vein 
produces very little discomfort. There is usually an 








aching sensation and a feeling of stiffness, which may 
persist for 24-48 hours, but it is seldom at all severe. 

3. Subsequent Course.—The treated vein passes 
through the stages well recognised in the case of other 
irritants. ‘The firm solid swelling persists, and we 
would emphasise the fact that the total effect is 
usually seen immediately after the injection is made. 
During the succeeding days the reaction shows little 
or no tendency to spread, either along the course of 
the vein or through its wall. In other words, oblitera- 
tion of the lumen is ensured with a minimum of 
inflammatory reaction. 


Details of Technique. 

Dosage.—The 5 per cent. solution is usually quite 
strong enough. We only use the 10 per cent. strength 
when the weaker solution has failed or has produced 
a thickening of the vein wall without obliteration of 
the lumen. In most cases } to 1 c.cm. is the correct 
dose for each injection, the exact amount being 
determined by the size of the vein. The reaction 
produced is in direct proportion to the quantity of 
the solution injected. Over-dosage lead to 
excessive local reaction, and some of our earlier cases 
developed a periphlebitis from this cause. With 
correct dosage and spacing of punctures we are 
confident that periphlebitis should be rare. 

Total Dosage.—We have found it perfectly safe to 
go up to 10 c.cm. at one sitting, and indeed we have 
exceeded this. In practice such large quantities are 
not often required ; in most cases all affected veins 
can be dealt with at one sitting without the use of 
anything like this total quantity. Some nervous 
patients are unable to tolerate many punctures at 
one time, and this may limit the extent of vein 
which can be treated at a sitting. 

Method of InjectionSodium morrhuate appears 
to give its best reaction in a distended vein. ere- 
fore the injections are made with the patient standing, 
except where the veins are so large as to remain full 
when he is sitting or lying down. Each puncture is 
made with the usual precautions, using a fine needle 
and an all-glass syringe. Each dose is injected 
rapidly ; the needle is withdrawn and the skin is 
momentarily compressed while the next puncture is 
being made. Oozing ceases automatically as the vein 
swells. Successive injections are made rapidly, 
usually from above downwards, the sites selected 
being spaced out so that an inch and a half to two 
inches of vein intervenes between each. The patient 
lies down for a few moments after the injections. The 
puncture wounds may be touched with collodion, but 
usually no application at all is needed and we dispense 
with all bandages or other forms of compression. 

If a further treatment is necessary it is arranged 
after a week’s interval. If all the injections con- 
sidered necessary have been completed, an ins jon 
is made a month later and any further injections 
which may be considered needful are then given. 


Results. 

We have used this solution exclusively in treating 
varicose veins for the past ten months. During that 
period we have dealt with 187 cases. Among this 
series there has been no instance of necrosis, and there 
have been only 13 known instances of periphlebitis. 
The average number of sittings has been 1-82 per case. 
In such cases as we have been able to see after an 
interval of six months has elapsed the results have 
been satisfactory. 

Conclusions. 

In sponsoring this new addition to the lengthy list 
of therapeutic agents employed.in the treatment of 
varicose veins we feel justified in claiming for it 
certain merits. 1. The solution is free from the risk 
of general toxic effects. 2. The phlebitis induced is 
effective and controllable, and the risk of local com- 
plications is slight. 3. The treatment is as free from 
pain and discomfort as can be reasonably expected of 
any artificially induced inflammatory process. 4. The 
time oecupied in treatment is the briefest possible. 
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THE ASCHOFF NODULE IN RHEUMATIC 
PNEUMONIA. 


By A. D. FRASER, M.B., Cu.B. GLAsG., 
PATHOLOGIST, BRISTOL ROYAL INFIRMARY. 


Ir has long been known that the lungs may be 
affected during the course of acute rheumatic fever, 
and much has been written on the subject from the 
clinical point of view. The pathogenesis of the lung 
condition has, until lately, been unknown, chiefly 
owing to lack of material for investigation, since few 
subjects of this disease die during the acute stage. 
The clinician has generaliy regarded the lung signs 
and symptoms in acute rheumatic fever as a sequel 
to cardiac insufficiency, pleural effusion, paralysis 
of the diaphragm, or to pressure on the lung from an 
enlarged heart or pericardial exudate. The frequent 
implication of the base of the left lung has lent 
support to some of those theories. Rabinowitz, 
however, in 1926! studied a series of patients in the 
acute phases of rheumatic fever, paying particular 
attention to the pulmonary signs and symptoms. 
He found that there was a group with pulmonary 
manifestations which could not be explained as 
secondary to cardiac insufficiency or pressure. These 
cases showed irregular elevation of temperature, areas 
of marked dullness in the chest, and loud bronchial 
breathing. Upper respiratory symptoms were slight. 
These signs were of a fleeting character, disappearing 
in one area to reappear soon in another, and as a rule 
did not influence the prognosis. Rabinowitz did not 
have much opportunity for histological examination, 
but believed that the condition must be a specific 

meumonia due to the virus of acute rheumatic fever. 

e now know that a particular type of pneumonia 
is the cause of those chest signs. Naish*® was the first 
to describe some of the histological features of this 
pneumonia and to emphasise its specific nature. He 
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Proliferation of bg endothelial cells with cellular infiltration 
and fibrosis of the subpleural tissue. 


did not find the Aschoff nodule in the lungs of his 
cases. The purpose of this paper is to bring forward 
further proof that such a pneumonia does occur, 
and that it is of a specific type, since it bears the 
signature of the acute rheumatic fever virus—the 
Aschoff nodule. 

During the course of a pathological investigation 
into rheumatic fever patients, dying apparently in 
the acute stage, pulmonary lesions were found in two. 


sae Rabinowitz, M. A.: Jour. Amer. Med. Assoc., 1926, Ixxxvii., 
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Clinical History and Autopsy Findings. 
CasE 1.—A. B., female, aged 20. Admitted to hospita} 
in an acutely ill condition with swollen painful joints and 
pain in the chest. History of an attack of acute rheumatic 
fever two years before. Temperature 102-4° F. on admis- 
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An alveolus full of alveolar cells. The cells at the periphery 
are degenerated. 


sion, then varying each day from 98-6°F. in the morning 
to 101° F. in the evening. Pulse-rate remained almost 
constant at 120. Respiration varied between 40 and 48. 
There was dullness and bronchial breathing at the back 
on both sides of the chest well up to the apex. A diagnosis 
of pneumonia was made. Death took place on the eleventh 
day after admission. Some days before death about 
120 c.cm. of blood-stained fluid was withdrawn from the 
pericardial sac. A fibrin clot formed in this fluid soon after. 
The cell count was polymorphs, 72 per cent. ; lymphocytes, 
21 per cent.; endothelials, 7 per cent. 

Post-mortem examination revealed a typical acute rheumatic 
pericarditis and endocarditis of the mitral and aortic valves. 
The heart was enlarged, and on microscopic examination 
of the myocardium many Aschoff nodules were found. 
There was a little blood-stained fluid in each pleural sac. 
Both lungs were markedly congested and heavy, also the 
lower lobes had a rather solid feel. There were small groups 
of subpleural punctate hemorrhages scattered here and 
there over both lungs. On the pleural surface of both lower 
lobes there was a thin, somewhat rugose, fibrinonus exudate. 
The consistency of these lobes was like solid indiarubber. The 
cut surface exuded blood, and was smooth in appearance. 
The general colour was a purplish red, but here and there 
afew greyish areas were seen. The surface was not uniformly 
solid in appearance, owing to the presence of aerated portions 
in places. Small pieces cut from the solid areas just iloated 
when placed in water. The liver and kidneys showed marked 
parenchymatous degeneration, and the spleen was couble 
the normal size. The cut surface of the spleen showed 
acute congestion, but there was no softening of the pulp. 
— made from the surface of the freshly cut lung were 
sterile. 


CasE 2.—C. D., male, aged 15. Admitted with a diagnosis 
of meningitis. Died two hours after admission. No history 
of previous illness, except that the patient was subject to 
curious fit-like attacks when in bed at night. These 
attacks lasted about ten minutes, and had been going on for 
15 months. 

Post-mortem examination.—Thrombosis of the internal 
jugular vein, right lateral, and longitudinal sinus, and most 
of the cerebral veins on the right side with a few on the left. 
No evidence of ear or sinus infection. The heart showed 
hypertrophy, and there was typical acute rheumatic endo- 
carditis of the mitral and aortic valves. There was nO 
evidence of old or recent pericarditis. A microscopic 
examination of the myocardium revealed patchy fibrosis, 
but no Aschoff nodules. The medium-sized coronary 
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arteries, however, showed endarteritis. This endarteritis 
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was of the type found occasionally_in the coronaries of old- 
standing rheumatic fever cases. There was chronic venous 
congestion of the lungs, and the pleura over both lower lobes 
was much thickened. Section of the left lung revealed in the 
<ardiophrenic angle a moderately large solid area. The 
surface was pale and smooth, with fibrous areas here and 
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An Aschoff nodule in an interlobular septum. 


there, and an occasional cystic bronchial space. Cultures 
made from the freshly cut surface of this solid part of the 
lung were sterile. 


Pathological History of the Lungs. 

A microscopical examination of the lungs from 
Case 1 revealed a characteristic form of pneumonia 
and pleurisy which has not yet been completely 
described by any observer. The pneumonic lesion 
was rather patchy in its distribution with some 
tendency to be confined to lobules. Between these 
patches the lung tissue presented the appearance of 
chronic venous congestion. In one respect there was 
a slight resemblance to what is seen in ordinary 
broncho-pneumonia, for at the peripheral zone of 
the pneumonic areas the alveoli contained serous 
exudate and a few cast-off alveolar cells. 

Since all stages of the morbid process may be 
present in any chosen area it facilitates matters to 
describe the changes as they were seen in the different 
lung structures. 


Pleura (Fig. 1).—There was marked proliferation of the 
pleural cells, which were found in several layers and in small 
heaps entangled in a thick fibrinous exudate. Many of 
these cells were large and multinucleated. In places the 
more or less normal pleural endothelium was being raised 
by a fibrinous exudate underneath, and in other parts this 
exudate lay on the surface and endothelial cells were absent. 
The subpleural layer was undergoing fibrotic transformation, 
and all the vessels showed marked endothelial proliferation, 
even to complete blocking of the lumen. In and around the 
walls of these vessels there were collections of cells of varying 
type, but an endothelial cell with vesicular nucleus pre- 
dominated. The others were lymphocytes, plasma cells, 
or connective tissue cells. Polymorph leucocytes were not 
Seen in any great number. These vessel changes were found 
not only in the subpleural layer but everywhere throughout 
the lung, and will be described more fully further on. 

Alveoli (Fig. 2).—The proliferation of the alveolar lining 
tells was the most prominent feature; many of these cells 
were multinucleated. Cells containing pigment granules 
were scanty. Usually a few polymorphs or lymphocytes 
Were present in the alveolus in addition to the others. The 
later change in these alveolar cells was rather striking. 
They became necrotic and their fused necrotic protoplasm 
formed a ribbon-like lining to the inner surface of the 
alveolus. The centre of the alveolus contained a few mono- 
nuclear or polymorphonuclear cells and sometimes serous 
exudate. In many places.this ribbon-like mass was found 
lining larger cavities which had arisen by fusion of two or 

alveoli through disappearance of the intervening 
alveolar walls, Occasionally areas were found containing 
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nothing but polymorph leucocytes, with the remains of 
alveolar septa scattered here and there. 

Bronchi.—The bronchial wall was infiltrated with small 
round cells, endothelial cells, and fibroblasts. At later 
stages the muscle and fibrous layers became disintegrated, 
and there was some proliferation of the mucosa cells so 
that they formed two or three layers. The final stage of this 
process was either complete disappearance of the entire 
wall and mucosa or the formation of a cyst-like cavity lined 
by the remains of the bronchial wall. The presence of an 
occasional globular-like body in areas where there were 
no traces of bronchial structure was rather puzzling, until 
they were traced out as the globular remains of a bronchial 
cell, The bronchi lying outside the affected parts of the 
lung were unchanged. 

Connective Tissue.—The changes here were chiefly of a 
proliferative and exudative character, associated with the 
appearance of endothelial-like cells and necrosis of the 
collagen fibrils. These endothelial cells varied in size— 
some being very large and multinucleated. As many as 
nine nuclei were seen in one cell. The cytoplasm of these 
cells tended to be basophilic and the nuclei were vesicular. 
They were most conspicuous in the fibrous septa of the lung. 
Sometimes there were rows of such cells forming a palisade 
arrangement along the septa. In | mepne they were grouped 
as rounded nodules, and at times the outpouring of a serous 
exudate into the interstitial tissue had scattered the cells 
far and wide. Occasionally fibroblasts were seen, particu- 
larly in those parts of the septa where the endothelial cells 
were — The nodules were made up of these endothelial 
cells with here and there, generally at the periphery, a few 
lymphocytes or plasma cells. Neutrophil polymorphs were 
as a rule scanty and eosinophils were absent. Very rarely 
a nodule was seen composed of two or three endothelial cells 
surrounded by polymorphs only. Usually the centre of 
the nodule was parental by granular material suggesting 
necrotic endothelial cells, and occasionally streaks of fibrin 
were seen lying between the cells. The nodules, as a rule, 
were found in close association with the smaller vessels, 
and in some cases the nodule cells were penetrating and 
destroying the vessel wall. Always these vessels showed 
endothelial proliferation, sometimes so marked as to com- 
pletely close the lumen. Occasionally the vascular endo- 
thelium was raised from its base by serous exudate. 

On comparing the vascular changes with those in the 
subpleural layer it was seen that the morbid process was 
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High-power view of nodule shown in Fig. 3. 


essentially the same, but that in the latter case the endo- 
thelial cells were not so numerous and did not form the 
typical aggregations. 

The nodules here described (Figs. 3 and 4) were 
exactly similar in structure, cell content, and situation 
to the Aschoff nodules found in the myocardium in 
acute rheumatic fever. No micro-organisms were 
demonstrated in the sections from the lungs. The 
microscopical appearances of the lung from Case 2 
suggested a chronic stage of the lesion just described. 
The solid area in the cardiophrenic angle was com- 
posed of fibrous tissue, compressed alveoli with 
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cubical epithelium, and areas of alveoli full of pro- 
liferated alveolar cells with remnants of mucosa 
from the smaller bronchi scattered here and there. 
The remainmg bronchi were cystic and numerous 
cells were present in the walls, which were partially 
disintegrated. These cells were lymphocytes, plasma 
cells, and fibroblasts. Polymorph leucocytes were 
usually absent. The bronchial mucosa either formed 
a thick lining layer—often four cells deep—or the 
space was completely filled with mucosal cells. All 
of the vessels showed advanced endarteritis—often 
a solid cord only being left. In regions of the lung 
widely separated from the solid portion somewhat 
similar changes, but to a lessened degree, were 
observed. These changes consisted in cellular infiltra- 
tion of the bronchial wall and some proliferation of 
the mucosal cells. There was also perivascular 
fibrosis and endarteritis. Here and there small 
groups of alveoli were filled with alveolar cells. No 
Aschoff nodules were observed in any of the areas. 
In suitably stained sections no micro-organisms were 
detected. 
Conclusion and Summary. 

From a histological study of the lungs from two 
cases of acute rheumatic fever it has been shown 
that there is a specific form of pneumonia which 
occurs during the course of acute rheumatic fever. 

is pneumonia may be accompanied by pleurisy. 
The lung lesion in its acute stage is a severe one and 
is characterised by vascular changes, proliferation, 
then necrosis, of alveolar cells, and destruction of the 
bronchi in the areas involved. It resembles in its 

meral features an acute interstitial pneumonia. 
Typical Aschoff nodules are found in the interstitial 
tissue of the lung and are most prominent in the 
interlobular septa. These Aschoff nodules are usually 
found in close association with the smaller vessels. 
The condition may pass into a chronic or quiescent 
stage characterised by varying degrees of endarteritis, 
destruction of lung tissue, and fibrosis. In the 
chronic stage the Aschoff nodule is apparently absent. 


I am indebted to my colleagues on the staff of the 
Bristol Royal Infirmary for the clinical histories of 
the cases. 


ELEPHANTIASIS TREATED BY PROTEIN 
SHOCK. 


By G. CARMICHAEL LOW, M.D. Eprn., 
F.R.C.P. Lonp., 

SENIOR PHYSICIAN, HOSPITAL FOR TROPICAL DISEASES, LONDON, 
AND SEAMEN’S HOSPITAL, ROYAL ALBERT DOCKS 3; CONSULTING 
PHYSICIAN FOR TROPICAL DISEASES, TILBURY HOSPITAL ; 
AND 
D. STRANGWAYS DIXON, M.R.C.S. Ena., 
HOUSE PHYSICIAN, HOSPITAL FOR TROPICAL DISEASES. 


(From the Hospital for Tropical Diseases). 


In Tue LANcET of Feb. 25th, 1928, Dr. W. E. 
Cooke, medical superintendent of the Hospital for 


Tropical Diseases, published a note on a case of 
early elephantiasis which we treated with protein 
shock. 

The patient, a young woman of 26, was born and had lived 
most of her life in Madras. On a voyage home to England 
in 1927 her right leg became red, painful, and swollen, 
so when she arrived in London she came into the Hospital 
for Tropical Diseases. An examination there showed that 
the right leg was swollen below the knee, the cedema being of 
the solid type, and the glands in both groins were swollen, 
palpable, and tender. Apart from slightly enlarged tonsils 
on both sides nothing else abnormal was found. There was, 
however, an eosinophilia of 10 per cent.; the case was 
diagnosed as early filarial elephantiasis. 

The treatment, T.A.B. injections intravenously, was given 
in February, 1927, and she left hospital on March 25th of 
the same year. After this she had a_ tonsillectom 
performed. In May the leg was quite satisfactory, wi 





no signs of swelling, and in a letter Dr. 
her in A t, 1927, she stated that she 
hard and taking 


ke received from 
been worki 
; Plenty of exercise but that there was s' 
no sign of swelli the leg. A further report written on 
Nov. 20th, 1927, from India, stated that she was travelling 
constantly as her work demanded and that, though she wag 
not resting especially, the limb had shown no signs of swelling 
and measured the same as the other leg. We have not heard 
further since that date, so are unable to say whether the 
result is permanent. 


As the result in this case has been promising, 
I have gone on trying protein therapy and have 
recently given it in a small series of similar cases, 
The following are the details. 


CasE 1.—A married man of 60, with two children, 
complained of swelling of the right leg. He had been born 
in London and had once been in Paris 40 years ago, but 
otherwise never out of England. His y history was 
good and his use of alcohol and tobacco moderate. He had 
had measles, chicken-pox, mumps, scarlet fever, and two 
attacks of influenza, as well as having suffered from asthma 
for many years. In 1921 he fell off a bicycle and fractured 
his right clavicle. 

In October, 1927, the right leg below the knee, for no 
apparent reason, became swollen. A doctor gave electrical 
massage for this, with the result that the leg quickly returned 
a —_ In June, erp Ny was another attack, the 
eg swelling up again an e temperature rising, and this 
time the thigh became involved as well. Massage was given 
but a certain amount of swelling remained below the knee 
when the acute attack had subsided. In October, 1928, 
another febrile attack occurred and the whole of the right 
leg became greatly swollen again. A series of six injections 
of collosol manganese, at weekly intervals, was given, but 
produced no appreciable result. In 1929 there were two 
further attacks, the last one being at the end of May. The 
patient was admitted to the Hospital for Tropical Diseases 
on June 6th, 1929. He looked thin but not emaciated. 
His teeth were fair; he had a plate in the upper jaw. The 
tonsil on the right side was enlarged and septic. The 
heart was normal and there were no si of asthma in the 
lungs. Nothing abnormal was palpable in the abdomen, 
but the veins were prominent, especially over the right side. 
There was no enlargément of the liver or spleen. The 
right leg was much swollen both above and below the knee. 
There was noredness, but solid oedema—typical elephantiasis. 
The left leg was normal. The feces, urine, and blood gave 
negative pathological reports and the Wassermann reaction 
was negative. X ray examinaiion showed a few calcified 
glands in the left inguinal region. A diagnosis of 
elephantiasis nostras was made. 

The patient was given aseries of five T.A.B. inoculations 
intravenously at five-day intervals, the initial dose being 
50 millions, increasing to 200 millions. He left hospital 
on August 13th, 1929, the leg being slightly better. He was 
told to report if anything further Se He kept well 
until August 21st, when he vomited and had pyrexia, and 
the leg and glands became swollen and painful in. The 
attack lasted for two days. On Sept. llth he a further 
attack and was readmitted to hospital. A further T.A.B. 
inoculation of 200 millions was given. He left hospital 
again on Sept. 19th, 1929, and reported later by letter that 
he was no better. 


Case 2.—A married Indian woman of 387 
children complained of ent swelling of the left leg. 
She had been born and had lived in India all her life until 
May, 1929, when she came to England. Her father 

died of er ot her mother had suffered from 
oa. She had measles and dysentery. As 4 
girl she had fallen from a balcony and injured her left. ankle, 
being laid up for a month. 

In 1909, when 17, she noticed that her left leg swelled 
below the knee every evening. A few months later she had 
an attack of ague and a swelling developed in her left groin. 
Her temperature was 103° F. and her whole leg became 
swollen, inflamed, and painful to touch. After t days 
these symptoms subsided. The attack, however, was 
followed by similar ones, and eventually a definite elephan- 
toid condition developed. In 1912 she entered a local 
hospital, where she was treated with local applications 
and quinine therapy, the attacks subsequently being less 
frequent. In 1917 she again had severe attacks of 
lymphangitis and her leg was incised in several places on 
the supposition that pus was present, but nothing was found. 
In 1919 there was definite permanent thickening, and by 
this time the right leg was noticed to be swollen also. For 
the last ten years the condition has increased, recurrences 
of the febrile attacks taking place from time to time. The 
patient was admitted to the Hospital for Tropical Diseases 
to see if anything could be done for her. Her teeth were 
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good and there was no enlargement of the tonsils or 
of oral sepsis. Her heart and lungs were normal. The 
liver and spleen were not enlarged and nothing abnormal 
was palpable. i and rectal examinations were 
negative. Both legs showed permanent swelling of the feet, 
ankles, and up to the knee, the left much more marked 
than the right—typical elephantiasis. The examination of 
feces, urine, blood, and Wassermann reaction was negative, 
and no microfilarie were found in the night blood. 
diagnosis of filarial elephantiasis was made. 

A series of five T.A.B. injections similar to those given in 
Case 1 was administered, but little reaction followed. 
She left hospital on August 14th, 1929, and was told to 
report in due course. She returned in October, reporting 
another attack of lymphangitis with increased swelling 
of the legs. 


CasE 3.—A bachelor, aged 43, had attacks of pain and 
swelling across the dorsum of his right foot. He had been 
born in England and had resided in Sumatra in 1912, 
Seychelles and Uganda in 1919, and in India, Ceylon, Java, 
and Malaya in 1921. He had had inflammation of both 
lungs, measles, erysipelas of the legs, hemoptysis in 1909, and 
in 1914 hyperpyrexia supposed to be due to sunstroke. 

During 1924, whilst in Travancore, his right foot became 
swollen, his joints ached, and he had pyrexia. Since that 
time he had had repeated attacks of swelling in the same 
place, sometimes as often as every third week. Of the many 
and various treatments tried, salicylates alone seemed to have 
been effective in warding off a recurrence. Since his arrival 
in England in October, 1928, he had kept well except for a 
little tightness across the dorsum of the right foot. He was 
admitted to the Hospital for Tropical Diseases on Jan. 11th, 
1929. The general examination was negative. No glands 
were found on deep pa}pation in his iliac fosse. There was 
thickening of the tissues in Scarpa’s triangle and over the 
proximal ends of the metatarsal bones of the right foot. 
A blood count showed: 5,100,000 red cells; 7200 white 
cells; hemoglobin, 90 per cent.; polymorphonuclear 
leucocytes, 52 per cent. ; lymphocytes, 43 per cent. ; large 
mononuclear leucocytes, 2 per cent. ; and eosinophils, 3 per 
cent. No parasites or filaria were seen. *The feces, urine, 
and Wassermann reaction yielded negative results. X ray 
examinations failed to reveal calcified filarie. A diagnosis 
of “‘ recurrent lympbangitis ? filarial ’’ was made. 

The patient was given a series of five T.A.B. inoculations 
at five-day intervals. No further details are available. 
=~ patient promised to report by letter, but so far has not 

ONE 80, 


CasE 4.—A single man, aged 27, complained of swelling 
of his right leg and ankle, He had been born in Colombo, 
where he had lived most of the early part of his life. In 
1910 he came to England, where he resided il 1925, 
and then went to India. He returned to Englan@in 1929. 
He had had measles, chicken-pox, and gonorrhoea in 1927. 

In 1927 he had two attacks of fever and pain, associated 
with swelling of his right leg from the ankle to the knee 
He had had, before this first attack, some irritation of the 
skin of that foot. Both these attacks were diagnosed as 
lymphangitis. During 1928 there were four similar outbursts, 
each lasting four or five days. In April, 1929, he was 
admitted to the Hospital for Tropical Diseases to see if 
anything could be done for him. He was very stout; 
his pupils, throat, and tonsils were normal. His heart was 
@ little rapid, but there was nothing wrong with his lungs. 

he liver and spleen were not enlarged and there were no 
enlarged iymphatic glands; the knee-jerks were normal. 
The right leg was swollen at the ankle, but this swelling 
largely disappeared with rest in bed. A blood count 
showed : 5,000,000 red cells ; 8000 white cells ; hemoglobin, 
90 per cent. ; polymorphonuclear leucocytes, 61 per cent. ; 
large mononuclear leucocytes, 2 per cent. ; lymphocytes, 
81 per cent.; eosinophils, 6 per cent. No parasites or 
embryonic filarie were found. The urine, feces, and 
Wassermann gave negative reactions. The urea content 
of the urine was 35-25 mg. -~ 100 c.cm. X ray examina- 
tion yielded no evidence of calcified filaria. A diagnosis 
of filarial lymphangitis was made. 

He was given the usual course of intravenous T.A.B. 
injections ; some of these caused severe reactions, his pulse- 
Tate on one occasion rising to 160. He was discharged 
on May 24th, 1929. He reported on Oct. 23rd, 1929, that 
so far he had no recurrence of his attacks. 


Cast 5.—A single man, aged 53, complained of attacks 
of swelling in both legs, especially the right. He had been 
born in England, but had gone to Japan in 1906, where he 
been ever since. He had had measles, scarlet fever, and 
diphtheria ; before the age of 16 he had had three epilepti- 
form convulsions. 
In 1916 he developed pyrexia with a swelling of his right 


below the knee. This quickly disappeared, but 
fecurrences took place in 1927 and 1928, and in one of these 





he noticed that his left leg was swollen as well. On admission 
the right instep and left ankle were the most involved. His 
teeth were » but his tonsils were not enlarged. The left 
side of the chest was more prominent than the right, but no 
adventitious sounds were heard and nothing abnormal 
was found in the heart. His blood pressure was 100/65, 
The liver and spleen were not enlarged, but the sigmoid 
colon was just palpable and the groin glands on both sides 
were enlarged. There was no noticeable swelling of his 
legs—i.e., no permanent cedema. A blood count showed 
4,820,000 red cells; 6000 white cells; hemoglobin, 85 

r cent.; polymorphonuclear leucocytes, 50 per cent. ; 
arge mononuclear leucoc , 2 per cent.; lymphocytes, 
47 per cent.; eosinophils, 1 per cent. No parasites 
filarial or otherwise, were found. The urine, feces, an 
Wassermann reaction were all negative. X ray examination 
of legs and abdomen gave no signs of calcified filarie, 
but in the right leg there was evidence of calcification in the 
walls of the main arteries, and in the lower two-thirds a 
faint irregular opacity was seen, indicating scattered calcified 
deposits. A diagnosis of recurrent lymphangitis of uncertain 
cause was made. 

He received the usual course of T.A.B. injections 
intravenously, and had good reactions. Reports of further 
progress are not yet to hand. 


Recently F. W. O’Connor' has suggested giving 
injections of sulpharsphenamine locally to see 
if they would modify the severity and duration 
of attacks of lymphangitis believed to be filarial 
and of elephantoid fever. So far he believes they 
have some effect. It is too soon to speak with 
any certainty of protein shock by the intravenous 
T.A.B. injections. In Cases 1 and 2 no apparent 
benefit resulted; in Case 3 no recurrence has taken 
place up to date. On the whole, it is doubtful if 
such treatment will be of permanent benefit, but we 
have reported the cases in detail to let others try 
the method on a larger scale in the hope of obtaining 
some definite proof. Anything that would ameliorate 
this troublesome malady, even slightly, would be 
of the greatest value. 











EXPERIENCES WITH THE DICK TEST. 


HEAT-LABILE AND HEAT-STABLE CONSTITUENTS 
OF DICK TOXIN. 


e By 
TARO TOYODA, M.D., JOJI MORIWAKI, M.D., 
° . YASUO FUTAGI, M.B. 


(From the Japanese Isolation Hospital, Dairen, Manchuria.) 


The Dick Test and Susceptibility to Scarlet Fever. 


THE Dick positive rate among 11,284 healthy 
Japanese in Dairen was 37:2 per cent., which 
corresponds with the rates obtained by Zingher ?* 
in New York, and Békay * in Budapest. When the 
Dick-positive rate and the age-groups of 3000 scarlet 
fever patients were compared, the highest rate and 
the greatest number of cases were in the age-period 
3 to 5 years; both rates gradually diminished with 
increasing age. While cases of infection of adults 
above 16 years of age averaged 4 per 1000, the rate 
of Dick-positive reactors semalaek | at 13 per cent. 
The parallelism between the two rates which occurred 
at the earlier age-periods was no longer observed. 
We believe that the higher Dick-positive rate above 
the age of 16 years is due to the appearance in adults 
of an allergic response to the heat-stable constituent 
of Dick toxin (vide infra). 

Females had a higher Dick-positive rate than 
males. Of 13,000 healthy Japanese examined, the 
female Dick-positive rate was 49-8 per cent., the male 
34-6 per cent. Males, however, appear to have more 
opportunities for infection than females, for in spite 
of the discrepancy in the Dick-positive rates, 
approximately 50 per cent. of 3000 scarlet fever 





* Porto Rico Jour. of Public Health and Trop. Med., 1929, 
Ve, ° 
B2 
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cases in the Japanese Hospital at Dairen were males. 
Chinese in Dairen had a much lower Dick-positive 
rate than Japanese (19-4 per cent. of 3376 tested instead 
of 37°3 per cent.). During the last six years the 
morbidity-rate per annum for Chinese has been only 
0-08 per 1000; for Japanese 3-61 per 1000. From 
the returns reported for the last four years 17:7 per 
cent. of Dick-positive reactors have had a _ past 
history of scarlet fever. Two patients under our 
charge have had a second attack of scarlet fever, and 
one of these cases ended fatally. It is obvious, 
therefore, that infection with scarlet fever does not 
always give absolute immunity. 

In 305 cases of scarlet fever the result of a previous 
Dick test was known. Forty-one of these cases 
(14 per cent.) occurred in Dick-negative and 264 
(86 per cent.) in Dick-positive reactors. 

There is an interesting relationship between the 
size and intensity of the Dick reaction and the 
incidence of scarlet fever in a tested population. 
During the last four vears among 4644 negative 
reactors the morbidity-rate was 4 per 1000; among 
2540 very weak positive reactors 10 per 1000 ; among 
2357 weak positive reactors 29 per 1000; among 
1825 moderate positive reactors 54 per 1000; and 
among 551 strong positive reactors 76 per 1000. 
The occasional case of scarlet fever amongst the 
negative or very weak positive reactors cannot be 
explained away altogether by error in reading the 
Dick test. That such an error must occur from time 
to time is obvious when we consider the great varia- 
tion in rate of development and intensity of positive 
Dick reactions and the fact that so often patients are 
only read once. 

Ten of 48 Dick-positive reactors who were the 
hospital attendants of scarlet fever cases developed 
scarlet fever. On the other hand, there was no case 
of genuine scarlet fever among 157 Dick-negative 
hospital contacts. (Twenty-six cases occurred, how- 
ever, Which may be considered as ** scarlatina sine 
eruptione,”’ showing sore-throat as the only symptom. ) 
Seventy-two of 115 primary school-children who had 
cases of scarlet fever at their homes were positive 
and six developed scarlet fever. No cases of infection 
Were reported among 63 who were Dick-negative : 
from these facts a positive Dick test appears to indicate 
susceptibility to scarlet fever. 

Generally speaking, the more intense the Dick 
reactions the more severe the case and the higher the 
percentage of complications. Among 14 strong 
positive reactors there were 29 per cent. of serious 
cases; among 37 positive reactors 13-5 per cent. : 
among 22 weak positive reactors 9 per cent. ; while 
among 15 very weak positive or negative reactors 
no serious cases occurred. There was roughly 
three times the incidence of complications amongst 
strong positive reactors as in the Dick-negative 
group. 

During the last four years 76 per cent. of 1380 
cases and 13 per cent. of 2164 convalescents have been 
Dick-positive. In many early cases of the disease 
a bright rash makes a satisfactory reading of the 
Dick test impossible. Owing to an early attainment 
of immunity or, in more severe cases, to a temporary 
failure of the reacting power of the skin, the Dick 
positivity in the early stage of scarlet fever is not as 
high as might be expected. It is also difficult to 
explain the 6-13 per cent. of convalescents reported 
in the literature who do not become negative ; this 
may be due to imperfect immunisation or to the 
appearance of allergy to the heat-stable constituent 
of the toxin which will be discussed in greater detail 
subsequently. As a general rule the Dick reaction 
changes in scarlet fever from positive to negative, 
but Dr. Kondo.’ of the Komagome Hospital, Tokyo, 
has reported the reverse, and this again would 
apparently be due to the development of an allergic 
response to the heat-stable toxin. It has been our 
experience, in common with that of other investigators, 
that a positive Dick test and inability of the 
individual's serum to cause Schultz-Charlton blanching 
indicate susceptibility and a negative Dick test 








and positive Schultz-Charlton blanching indicate 
immunity. 

Filtrates prepared from the staphylococcus, Bacillus 
typhosus, B. tuberculosis, pneumococcus, &c., have 
been shown to bear no relationship to infection with 
scarlet fever or its course. 

From a consideration therefore of all experiences 
in Dairen since February, 1925, we are led to the 
conclusion that the Dick test is a reliable indicator 
of susceptibility to scarlet fever, the only exception 
being in those cases in which an allergic response 
develops to the heat-stable constituent of Dick toxin. 

Defects of the Dick Test. 

During the last four years we have had 209 cases 
of scarlet fever among 4733 Dick-positive reactors 
(44 per 1000) and 48 cases among 7186 Dick-negative 


reactors (7 per 1000). There is therefore no doubt - 


about the practical value of the Dick test, although 
when we consider individual cases various questions 
remain to be answered. 


(a) Why, when the morbidity from scarlet fever is so 
low in adults, does the rate of Dick-positive reactors remain 
above 13 per cent. ? 

(b) Why does the serum of an adult who is a positive 
reactor sometimes produce a positive Schultz-Charlton 
reaction ? 

(c) Why have only two of 2700 patients had a second 
attack of scarlet fever ? From 16 to 33 per cent, of children 
who have had scarlet fever are Dick-positive. 

(d) Why do some strong positive reactors become 
negative when a small immunising dose of toxin is given, 
while certain weak positive reactors, mostly adults, may 
remain weak positive or may even become stronger positive 
reactors after repeated immunising injections? When 
10,000 S.T.D. are injected into a group of positive reactors, 
why do say 10-15 per cent. remain positive, although the 
serum of these positive reactors generally gives a positive 
Schultz-Charlton reaction ? 

(e) According to various published reports on the Dick 
test in scarlet fever, 10 to 30 per cent. of patients who are 
convalescent show a positive Dick reaction. The fact that 
the serum of many of these produces a positive blanching 
test cannot be overlooked. Giuffré* has observed 2 cases 
among 12 patients, Abramson® 7 among 182 patients, and 
Kondo® 80 cases among 1()1 patients in which a change in the 
Dick reactions was observed during scarlet fever from negative 
to positive. The serum of Dr. Kondo’s patients produced 
positive Schultz-Charlton blanching. What has produced 
the positive Dick reaction ? 

(f) In performing skin neutralisation tests why is_ it 
that in some persons complete neutralisation is impossible 
in spite of an excess of antitoxin in the mixture injected + 

(g) Why is it that Dick toxin which has been heated 
two hours at 100°C. is still capable of producing some 
reaction in certain persons whose serum is Schultz-Charlton 
positive ? 

Analyses of Dick Tovin. 

The Dick toxin which we have heretofore used for 
the Dick test and preventive inoculation is a filtrate 
of scarlet fever streptococcus (Berkefeld W. oor 
Chamberland F. B.) cultured for 4 to 7 days. Recently 
Ando (1929) 7 has shown that heat-labile and heat- 
stable constituents are present. 


Heat-labile toxin :—To 1 litre of toxin prepared in 0-5 per 
cent. glucose bouillon, 2 litres of pure alcohol are added, the 
mixture being left in the cold room overnight. The pre- 
cipitate is then diluted in 100 c.cm. normal saline solution, 
and the pH is adjusted to 4-0-—4-2 by the addition of acetic 
acid. After 18 hours in the cold room the supernatant is 
poured off and twice the volume of alcohol added. The 
process is repeated on four occasions, the precipitate which 
forms after the operations being the heat-labile toxin. 

Heat-stable torin :—To 1 litre of toxin prepared in 0-5 pet 
cent. glucose bouillon add 5 c.cm. of glacial acetic acid to 
make the pH 4-0-4-2. Centrifugalise. To the precipitate 
is added 200 c.cm. normal saline solution and 5 c.cem. N 20 
caustic soda solution (the pH should now be about 7-2). 
The toxin is now one-fifth of its original volume, and may be 
diluted as required. The process is a difficult one, and the 
quantity obtained relatively small, 

At this stage it is convenient to give the method of 
preparation of bacterial endotorin (bacterial protein 
or nucleoprotein) which we think is of a similar nature 
to the heat-stable toxin. 

The streptococcus is cultured for two days in 1 litre of 
0-5 per cent. glucose bouillon. The organisms are then 
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washed in normal saline solution, and 100 c.cem, of N/10 
caustic soda added. After standing over night in the cold 
room and centrifugalising acetic acid (5-0 per cent. of 36 per 
cent. acid to each 100 c.cm. of N10 soda) is added to the 
supernatant fluid, making the pH 4-0-4-2. The precipitate 
which forms is then dissolved in 10 c.cm. of alkaline saline 
solution. ; 

Heat-labile toxin can be dried: the dry toxin is 
readily soluble in saline solution. We think that 
Ol c.em. of 1500 dilution of the reconstructed 
dry toxin corresponds to | skin test dose (S.'T.D.) 
of the original filtrate. Heat-labile toxin can be 
inactivated by heating to 80°C. for half an hour. 
According to Dr. Ando 20 c.cm. will kill a rabbit 
with diarrhoea, and the toxin, injected intradermally, 
will cause a positive skin reaction in white pigs. 
In human subjects it is a true indicator’ of 
susceptibility and produces no allergic pseudo- 
reactions. When used for prophylactic inoculation 
it may produce in large doses the *‘* scarlatinoid 
syndrome.” The heat-labile toxin is readily neutralised 
by streptococcus antitoxin but not by anti-nucleo- 
protein serum. 

Heat-stable toxin and streptococcus endotoxin 
are apparently qualitatively identical. The toxin 
is not destroyed by heating to 100° for half an 
hour. It is non-toxie for animals. According to 
our experiments 0-1 c.em. of 1 800 dilution of the 
original endotoxin (concentrated to 10 times) is 
equivalent to 1 S.T.D. It is this toxin which gives 
rise to the allergic reactions which we have discussed 
earlier in this paper. If rabbits are immunised with 
streptococcus endotoxin, heat-stable toxin and 
streptococcus endotoxin may both cause flocculation 
at the same titre. The heat-stable toxin is therefore 
inferred to be the endotoxin. 


Skin Reactions with Heat-labile and Heat-stable Toxins. 

1241 subjects were injected in parallel with Dick 
toxin, heat-stable toxin, and heat-labile toxin and the 
results were as shown in the following table : 


Skin Reaction to Heat-stable, Heat-labile Toxins, and 
Dick Toxin (Stre ptococeus Culture Filtrate ) on 
1241 Persons. 


Skin Primary = 
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(Group 3 = Allergic reaction.) 


The immunity of each group would appear to be 
as follows : 
Group 1. No immunity. 
, 2. An intermediate type, showing the develop- 
ment of an imperfect immunity. 
3 and 4. Immunity (in presence of allergy). 
5. High immunity (without any allergy). 


The sections of the table showing the results obtained 
with the heat-labile toxin are of special interest. 

A study of these results has made us feel that many 
of the difficulties and discrepancies which all workers 
with the Dick test have experienced can be explained. 
If the heat-labile toxin is used for the Dick test the 
defects of the ordinary Dick test, which can be 
attributed to the heat-stable toxin contained in the 
Dick toxin, disappear to a great extent. 





Immunisation with Heat-labile and Heat-stable Toxins. 

Ten persons who were positive reactors to the heat- 
labile toxin were given five immunising injections of 
heat-labile toxin. Ten days after the last inocula- 
tion all were negative to skin tests performed with 
heat-labile, heat-stable. and ordinary Dick toxins. 
Thirteen subjects who were negative reactors received 
a similar course of inoculations and remained negative 
to the triple toxin test. 

Fourteen persons who were positive reactors to heat- 
stable toxin were given five immunising injections 
of heat-labile toxin. Ten days after the last inocula- 
tion only 7 per cent. had become negative ; 93 per 
cent. remained positive to the heat-stable toxin. 
The 7 per cent. of negatives may be due to the presence 
of traces of heat-stable toxin in the heat-labile toxin 
which was used for immunisation. Nine negative 
reactors received a similar course of inoculations with 
heat-labile toxin; 56 per cent. became positive to 
heat-stable toxin. This is difficult to explain except 
on the assumption that the trace of heat-stable toxin 
left in the heat-labile toxin which was used for five 
immunising injections produced allergy in the majority 
of cases, 

Sixteen persons positive to Dick filtrate toxin 
received Immunising injections of heat-labile toxin ; 
S7 per cent. became negative ; 13 per cent., like the 
7 per cent. in the previous group, showed an 
allergic response. Seven persons originally negative 
to Dick filtrate toxin remained negative to the triple 
toxin test. 

Immunisation with heat-stable toxin produced 
no immunity in most cases. In 21 per cent. of 14 
cases positive to heat-labile toxin a negative response 
Was given on re-test with heat-labile toxin. This 
may have been due to the presence of traces of heat- 
labile toxin in the heat-stable nucleoprotein used for 
immunisation. Six negative reactors remained 
negative on the completion of the injections. Four 
subjects positive to heat-stable toxin remained 
positive, and 31 per cent. of 16 subjects negative to 
heat-stable toxin became positive, an interesting 
result indicating the development of allergy to the 
heat-stable constituent. Fourteen persons positive 
to Dick filtrate toxin showed 58 per cent. of Dick- 
positives after immunisation. the 42 per cent. of 
‘turn-overs ’’ being ascribed to traces of heat- 
labile toxin. It is of interest, too, that 17 per cent. 
of 6 Dick-negative subjects developed an allergic 
positive reaction after the inoculations with heat- 
stable toxin. 

Twenty-three subjects immunised with heat-labile 
toxin showed in no instance an increase in the size 
of the Dick reaction to heat-labile toxin or Dick toxin 
after immunisation: 35 per cent., however, showed 
an increase to heat-stable toxin. Of 20 subjects 
immunised with heat-stable toxin 5 per cent. showed 
an increased reaction to heat-labile toxin, 20 per cent. 
to heat-stable toxin, and 10 per cent. to ordinary 
Dick toxin. 

Summarising this section, from the standpoint of 
immunisation, Dick toxin partakes much of the nature 
of heat-labile toxin. When a course of injections of 
heat-stable toxin is given. either there is no effect 
on the skin reaction to Dick toxin or an allergic skin 
response develops. 

No allergic reaction to Dick toxin appears to be 
produced after immunisation with pure heat-labile 
toxin. Allergy may, however, develop in some cases 
when Dick toxin containing more or less heat-stable 
endotoxin is used for the immunisation. 


Immunisation with Toxoid (Anatorin). 

We have prepared toxoid by the addition of 0-4 per 
cent. formalin to streptococcus culture filtrate and 
incubating at 40°C, for one month. Thirty-nine 
per cent. of 36 subjects remained positive after four 
inoculations. However, on re-test with heat-labile 
toxin, only 17 per cent. were positive, the other 
22 per cent. of positive reactors on the first test having 
apparently been allergic in character. On a further 
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re-test with heat-stable toxin 94 
positive showing a marked allergy. 
pronounced in subjects who have 
course of inoculations ; 


per cent. were 
Allergy is most 
received a full 
the greater the number of 
S.T.D. injected, the greater the allergic response. 
Toxoid immunisation appears to give a_ higher 
percentage of allergic reactions than does immunisa- 
tion with raw toxin (streptococcus culture filtrate). 


Some Practical Applications in Connexion with 
the Dick Test. 


(a) Selection of strains.—A good toxin-producer is 
essential so that a high dilution of the filtrate may be 


used for the Dick test. Low dilutions of toxins 
contain a relatively greater amount of the heat- 


stable constituent. 


(6) Culture media.—It is important to avoid blood. 


serum, or other protein. We ourselves use 0-5 per 
cent. glucose bouillon. 
(c) Preparation of Dick control.—Owing to the 


difficulty of getting a satisfactory control to ordinary 
Dick toxin which contains both heat-labile and heat- 
stable constituents. the advisability of testing all 
patients with both heat-labile and heat-stable toxins 
is apparent. 

(d) When and how to judge results of Dick test. 
We have already referred to the wide differences which 
occur in the rate of development and course of a 
positive Dick reaction. In some cases when the 
reaction is seen 24 hours after inoculation it is fading, 
in others it is increasing. Parallel tests with Dick 
heat-stable toxin, and heat-labile toxin will 
help one in many cases to assess the susceptibility 
or immunity of the patient. 


toxin, 


Summary. 
1. Experiences with the Dick test and active 
immunisation against scarlet fever in Manchuria 


are described. 


2. Tests have been performed with the heat-labile 
and heat-stable constituents of Dick toxin described 
by Ando. 


3. If the heat-labile toxin is used instead of ordinary 


Dick toxin a number of the inconsistencies of the 
Dick test disappear. 
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BaBY WEEK CHALLENGE SHIELDS.—The National 
Baby Week Council, which annually awards two silver 
challenge shields for the most effective local baby week 
campaigns, announces that the Lady Astor Shield, reserved 
for competition among the great towns, has been won for 
the second time by the Kettering U.D.C. Ladies’ Voluntary 
Committee for Infant Welfare, while Northampton Maternity 
and Infant Welfare Voluntary Association secures the second 
place. The William Hardy Shield, reserved for smaller 
areas, has been won by the Welwyn Garden City Health 
Council. The Hill and Cakemore (Worcs.) Infant Welfare 
Centre was second. 


THE Cost oF MoTror ACCIDENTS.—-At the annual 
meeting of the Western Infirmary, Glasgow, recently it 
was reported that in 12 months the treatment of injuries 
caused by road accidents cost the three large Glasgow 
hospitals over £10,000. The Western Infirmary alone, 
from Jan. Ist to Dec. 16th, 1929, treated 222 in-patients 
and 212 out-patients suffering from motor-car accidents. 
The in-door patients had a total residence in the hospital of 
4344 days, equal to a cost of £1737; in addition, 204 in- 
and out-patients injured in omnibus and tramear accidents 
were treated. These transport accidents cost the infirmary 
during the year £2366 for in-patients alone. 





Clinical and Raboratory Notes. 


THE CEREBRO-SPINAL FLUID IN 
TUBERCULOUS MENINGITIS IN ADULTS. 
By D. S. MurRrRAy, B.Sc.. M.B.. CH.B. GLASG., 


PATHOLOGIST, LAMBETH HOSPITAL, LONDON, 


Tuberculous meningitis in adults is not a common 
disease, and when it does occur is so often associated 
with obvious and previously recognised lesions else- 
where, especially in the lungs, that its diagnosis on 
clinical grounds is comparatively easy. Occasionally, 
however, it arises without such association, and must 
then be differentiated from other possible intra- 
cranial lesions. In this differentiation the cerebro- 
spinal fluid (C.S.F.) is an important, and. as the 
following cases show, an almost infallible guide. 

J. G. Greenfield states that most observers have 
failed to demonstrate tubercle bacilli in 60-70 per 
cent. of cases, but the records at Lambeth Hospital 
in the period covered by this series show that this 


figure can be greatly improved upon. In the 24 
cases here reviewed, the C.S.F. was examined 32 


times, and in all of these tubercle bacilli were found. 
In one the first examination failed to 
tubercle bacilli, but so convincing were the other 
features of the fluid that another specimen was 
obtained, and the bacilli were then easily found. 
Apart from the demonstration of the organisms, the 
general findings in the C.S.F. are of interest. The varia- 
tions are wide, but when an average of the different 
results is taken, we get a picture of the C.S.F. in 
adult tuberculous meningitis as follows : 


case show 


Appear- Cells 
Age. ance of Clot. Protein. Sugar. Chlorides. per T.B. 
C.S.F. c.mim, 
Average Results. 
28 Clear. 0-27 Less 0-637 298 
than 
normal, 
lV ariations Sometimes Found. 
15-60 Clear or + Od ' W570 31 A few 
vellow.* to to to to 
0-6, O-731. 984. abund- 


ant, 


* Occasionally turbid. 

From these figures it will be seen that the three 
factors of value in diagnosis are: (1) the presence of 
clot : (2) the level of the chlorides: and (3) the identi- 
fication of the tubercle bacillus. The clot appears 
very soon after the fluid is withdrawn, but is best 
left undisturbed for 12—18 hours, by which time it is 
contracted, and can be handled more easily. It is 
a thin, delicate clot. usually suspended from the 
surface of the fluid or the side of the test-tube. and 
requires very careful handling. C.S.F. from patients 
with other diseases does also clot (the clot is indeed 
an indication of high protein level), but in no other 
pathological condition have I seen a clot with exactly 
the same characters. 

Two separate samples of C.S.F. are always taken, and 
whenever there is any suggest ion of meningitis, or where the 
cell count, which is done immediately the fluid is received, is 
more than 30 per c.mm., the tube is left entirely undisturbed 
until the next morning. If the condition is tuberculous 
the clot by that time will be sufficiently contracted to allow 
of examination. The test-tube is tilted, and with the 
platinum loop the clot is gently floated out on to a glass slide, 
allowing a little of the fluid to escape. The excess is taken 
up with blotting paper, and the slide is dried in the incubator, 
In transferring the clot to the slide it always tends to become 
twisted into a rather thin thread, which may be difficult to 
see through. The clot may also adhere to the loop, and 
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practice is necessary to carry out the manceuvre correctly. 
I have often been indebted to the skill of my senior technician 
in handling a clot in which tubercle bacilli were very scanty, 


When the clot is dried it is stained by the usual 
Ziehl-Neelsen method, and the organisms searched 
for. This may be a long process, and every part of 
the clot must be examined thoroughly before the 
search is given up. Twenty to forty minutes may be 
spent before a single organism is found. Five cases 
will illustrate how important the identification of 
the organism may be. 


The Cases Described. 

1. A. B. C., male, aged 60, Admitted March, 1923, with 
a history of head injury three days previously. Examination 
showed indefinite signs and probable neck rigidity. Lumbar 
puncture showed a clear C.S.F., in which cells numbered 
122 perc.mm. On the fluid being set aside it clotted, and 
T.B. were found in the clot. Chlorides were 0-672 per cent. 
At post-mortem old and caseating lesions were found in 
both apices. 

2. D. E. F., male, aged 17. Admitted with diagnosis of 
encephalitis lethargica. The patient had been ill for three 
weeks with sickness and headache. Signs were ambiguous, 
but the patient had a positive Kernig. The C.S.F. was 
straw coloured, and gave a count of 371 per c.mm. Cells 
showed 7 per cent. polymorphs and 93 per cent. round cel}s. 
A clot formed, and after prolonged search a few tubercle 
bacilli were found. Protein was 0-22 per cent. and chlorides 
(0-585 per cent. No autopsy was permitted. 


3. G. H. LL. female, aged 20, married. Had been in a 
sanatorium one year before admission, but signs were slight 
and sputum was never positive. Had been losing weight 
for four months. Headache was the first sign of the final 
illness, and persisted for ten days. Patient was admitted 
in semi-conscious condition. The C.S.F. was clear and 
clotted before reaching the laboratory. The clot showed 
30 per cent. polymorphs and 70 per cent. lymphocytes, and 
search showed a few T.B. Next day the C.S.F. was again 
examined. It was very slightly turbid, and the cell count 
was 617 pere.mm. Protein was 0-2 per cent. and chlorides 
0-630 per cent. Tubercle bacilli were very easily found. 
At autopsy a typical tuberculous meningitis was present, 
but no other definite lesion was found. The apex of the 
right lung was scarred, and histologically gave the picture 
of tuberculosis. 


The remaining point of diagnostic importance is the 
level of the chlorides. The following case, which 
has already been mentioned, shows that this may 
be diagnostic. 


4. Mrs. J., aged 31. Patient admitted Jan. 29th, 1928, 
after being feverish for one week. The examination of 
C.N.S. revealed no abnormality, except that the pupils were 
sluggish. Headache was persistent and lumbar puncture 
was done. The fluid clotted, but tubercle bacilli could not 
be found. Protein was 0-2 per cent. and chlorides 0-702 per 
cent. Cells were mainly round cells but a few polymorphs 
were present. A diagnosis of tuberculous meningitis was 
suggested. Next day the C.S.F. showed protein 0-12 per 
cent., chlorides 0-637 per cent. Tubercle bacilli could not 
be demonstrated as the clot was broken up. Nevertheless 
the diagnosis was considered definite, as the cells were few 
in number, and the chlorides were lower than is usual in any 
other condition. Two days later the C.S.F. gave: protein 
0-15 per cent., chlorides 0-660 per cent. The clot showed 
both round cells and polymorphs and tubercle bacilli were 
easily found. No post-mortem was allowed, but in life no 
other evidence of tuberculosis was found. 


5. Mrs. K. L.. aged 20. Admitted July 29th, 1929, with 
diagnosis of lobar pneumonia. Had been ill 11 days, with 
cough and difficulty in breathing. Had fits at onset of 
illness, but no abnormality was noted in C.N.S. Three days 
later patient became drowsy, and complained of pain in the 
neck. The C.S.F. was sent to the laboratory without any 
indication of the diagnosis, and gave: protein 0-2 per cent., 
chlorides 0-614 per cent., cells 31 per c.mm. Here the 
chlorides were considered diagnostic, and the fluid was set 
aside. A very small clot formed, and was examined with 
great difficulty. A few tubercle bacilli were found after 
prolonged search. Three days later the C.S.F. chlorides 
were 0-601 per cent., and tubercle bacilli could be found 
easily. Four days later, a few hours before death, protein 
was 0-4 per cent., chlorides 0-601 per cent. Cells 984 per 
e.mm, and tubercle bacilli were abundant. 


The protein is not of diagnostic value, but the 
relation between it and (he cell count is. When the 
protein is high, yet the cell count is no more than 





100-300 per c.mm., the diagnosis of tuberculous 
meningitis at once arises. Syphilitic lesions seldom 
show so many cells, while much higher counts are 
given by septic meningitis. The cells are usually pres 
dominatingly small lymphocytes, but) polymorphs 
are always present, and may reach as much as 50 per 
cent. 

All the cases here dealt with were fatal, and at 
autopsy tuberculous lesions apart from the meningitis 
were usually found, but the most common was a 
miliary tuberculosis, of which the meningitis was a 
concurrent part. In a few cases the other lesions 
were slight and unsuspected—e.g., a nodule in the 
kidney or the lungs. No case was found of tuber- 
culoma of the brain, but in all the lesion was a typical 
tuberculous meningitis. It may be concluded, there- 
fore, that in a C.S.F. showing a clot, chlorides near 
0-640 per cent. and a cell count not too high. tubercle 
bacilli should usually be found and a diagnosis of 
tuberculous meningitis made. 


I am indebted to my colleagues at Lambeth 
Hospital for the use of their notes on the above cases. 


AN INHALED FOREIGN BODY EXTRUDED 
THROUGH THE CHEST WALL 


By EK. HAYLING COLEMAN, M.D. CAMp.., 
HON. PHYSICIAN TO THE ROYAL HOSPITAL, WOLVERHAMPTON : 
AND 


VINCENT PATRICK, F.R.C.S. ENG., 


HON, SURGEON, STAFFORDSHIRE GENERAL INFIRMARY. 


Iv is unusual for a foreign body which enters the lung 
through the upper air passages to be sporitaneously 
extruded through the chest wall. This was the fate of 
an ear of a common grass, resembling in appearance an 
unripe ear of barley, which was accidentally inhaled 
by a patient of ours. In former days small boys used 
to insert these grasses, stalk first, under the wrist of 
& jer-ey-sleeve, when the movements of the body 
acting on the stiff bristles 
of the grass would cause 
the ear to be propelled up 
the arm and to re&ppear 
in some distant situation. 
The modern small boy, 
however, does not appear 
to be content with this 
simple pastime ; in Cannock, 
at least, a more dangerous 
game is played, one boy 
standing with open mouth 
while his playfellows aim 
grass-ears at the target so 
presented. In this case a 
well-aimed grass evidently passed into the upper 
aperture of the larynx, and by reason of the arrange- 
ment of its bristles passed inevitably onwards 
through the larvnx, trachea, bronchi, lung, and chest 
wall. 

The patient, aged 3), was sent into the Royal Hospital. 
Wolverhampton, by Dr. T. Hutchinson, of Cannock, on 
July 28th, 1929. About a month prior to admission he had 
taken part in this grass-throwing game, and shortly after 
wards developed a persistent cough. For a fortnight before 
admission he had been ill at home, with a temperature 
ranging up to 103° F. On July 23rd he coughed up some 
blood, and a swelling developed on the chest wall in front 
of the angle of the right scapula. While dressing this swelling 
on July 28th the district nurse noticed what she took to be 
the end of a suture projecting from its centre. This she 
seized with forceps, and withdrew an ear of grass 1} inches 
long. The child was then sent into hospital. 

On admission, and for the first three days, the child’s con 
dition remained fair, temperature 99°, pulse 110-120, 
respirations 28-32. The right base was dull on percussion, 
and the breath sounds were much diminished. There was 
a small sinus over the eighth intercostal space on the right 
side in the posterior axillary line, from which there was a 





The inhaled foreign body. 








7&8 THE LANCET, ] CLINICAL 


AND LABORATORY 


NOTES. (Jan. 11, 1930 








slight purulent discharge. This pus showed a mixed infec- 
tion, including streptococci, pneumococci, and M, catarrhalis. 
A radiogram showed increased density at the right base ; 
but exploration with a needle withdrew no fluid. On 
July 3lst he suddenly had a bad fit of coughing, and 
brought up about a pint of exceedingly foul pus; this left 
him very collapsed, and for the next three days he was very 
ill indeed, the pulse ranging from 140-160, respirations 40—48, 
and temperature up to 102°. During this period camphor 
and other stimulants were employed hypodermically, and 
the chest aspirated again without result. On August 4th 
he was a little better, temperature 99°, pulse 136, and 
respirations 32, and an injection of lipiodol was made through 
the small sinus to determine if possible the extent of the 
abscess cavity in the chest. A radiogram showed globules of 
lipiodol resting on the upper surface of the diaphragm and 
that none had entered the lung’substance. It was deduced 
from this that the lung was not adherent to the chest wall, 
and that most of the pus was in the pleura, and not in an 
abscess of the lung as had been suspected. Accordingly the 
same evening a portion of the ninth rib was resected under 
local anzwsthesia, and the empyema drained. The tempera- 
ture fell rapidly to normal. 


The child made a steady recovery ; the tube was 
removed on Sept. 5th, and the child went to a con- 
valescent home on Sept. 9th. Seen as an out-patient 
on Nov. 9th he seemed very well but there was still 
a little discharge from the wound ; a month later the 
wound was completely healed. 


ORIENTAL SORE TREATED BY BERBERINE 
SULPHATE. 
AN ANALYSIS OF FIFTY CASES. 
By P. V. KARAMCHANDANI, M.B. (1.M.S., RETD.). 


IN a previous paper ? I welcomed berberine sulphate 
as a remedy which deserved to be universally tried. 
I propose now to give the results of further trials with 
berberine sulphate in Oriental sore during the last 
two vears. 

Fifty cases of Oriental sore, multiple as well as 


isolated, were treated between Dec. 16th, 1927, and 
July 19th, 1929. Hypertonic and isotonic saline 
dressings were not applied. In some cases the 


injections were given twice a week to see whether 
bi-weekly injections had any effect in shortening the 
course of disease, and also if any untoward effects 
occurred locally. It was found that they had no 
advantage over the weekly nor were any 
untoward effects noticed. 

The average period of cure per case worked out at 
little more than 17 days. and the average number of 
injections at three. If injections had been given at 
weekly intervals the latter figure would have been 
much lower. Even these figures in my opinion 
compare favourably with the results achieved by the 
use of intravenous tartar emetic. I have come to 
the conclusion that in berberine sulphate we have a 
better drug than tartar emetic for isolated sores. 
Of course, for multiple sores treatment by berberine 


ones, 


sulphate is rather tedious. My earlier limited 
experience has, however, been modified in one 
respect—viz., that an injection affects sores over an 


area of about three square inches. The effect of the 
drug, I now find, is purely local. 

The following points are worthy of consideration : 
(1) The drug should be fresh, because it seems to lose 


potency with age. (2) The solution should be 
prepared fresh each time for immediate use and 
prepared solutions should not be kept in stock. 


(3) Hypertonic and isotonic saline solution dressings 
are very strongly recommended in conjunction with 
the injections. (4) No untoward effect whatsoever 
has been noticed from the use of the drug. (5) A 
dose of one-third of a grain, instead of one-quarter 
of a grain, in 1-5 c.cm. has been found to give better 
results. 


1 Indian Medical Gazette, October, 1927, lxii. 





A CASE OF 
PURPURA HEZXMORRHAGICA ASSOCIATED 
WITH SCARLATINA BENIGNA. 


By Laura TREWBY, L.R.C.P. & S. Epin., 


ASSISTANT MEDICAL OFFICER, LEEDS CITY HOSPITAL, 


THE patient, a girl, aged 18 years, was admitted to 
the City Hospital, Leeds, on Oct. 4th, 1929, suffering 
from scarlet fever. She looked healthy. There was 
no history of rheumatism, and nothing abnormal in 
the family history ; she had had measles and whoup- 
ing-cough in infancy. 

She was admitted on the fourth day of the disease, and 
appeared to have atypical attack of scarlatina benigna. The 
symptoms includedatemperature of 102-4° F, on admission, 
a moderately well-developed punctate erythema, moderately 
injected throat with rather large tonsils, some follicular 
deposit being present, no adenitis, and a faint trace of 
albuminuria on the day of admission only. The heart and 
lungs appeared normal. On the sixth day she complained 
of slight rheumatic pains about the shoulders. This passed 
off within a few days. Desquamation occurred on the 
twelfth day of the disease. As her progress appeared to be 
satisfactory, she was allowed up on the 22nd day, but had to 
return to bed, as she vomited twice and developed a tem- 
perature of 99-6°. On the 23rd day she complained of 
rheumatic pains which attacked successively her hands, 
right elbow, left foot, back, left elbow, and left knee. This 
continued during the 24th day. The joints appeared to be 
swollen. On the 25th day the pains were easier, but the 
swelling persisted. Patches of purplish staining appeared 
on the trunk and extremities. There was a complete left 
and a partial right subconjunctival ecchymosis. The 
temperature reached 101-4° at this stage. It was suspected 
that the joint condition was due to effusion of blood. On 
the 26th day fresh purpuric areas appeared. One involved 
the left anterior quadrant of the tongue and formed a rather 
prominent swelling. In the course of the forenoon bleeding 
developed from the mucous membranes of the mouth. By 
midday she became very restless, flinging herself about the 
bed. Semi-consciousness followed and death ensued at 
8S p.M. An autopsy was not permitted. 


C. B. Ker states that he had only seen a few cases 
of purpura hemorrhagica. and these in septic cases, 
and usually supervening in the third week. J. D. 
Rolleston and others have described cases of a 
rapidly fatal type of the disease Known as purpura 
fulminans, in which the ecchymoses are large and 
inflammatory. and in which no bleeding from the 
mucous membranes occurs. J.J. Phelan has reported 
a case of purpura fulminans occurring in scarlatina 
benigna, and states that in the literature he can find 
no definite evidence of a similar case. 

The case reported differs from Phelan’s case in two 
particulars, the less rapid course and the terminal 
development of haemorrhages from the mucous 
membranes. 


I am indebted to Dr. J. S. Anderson, medical 
superintendent of the Leeds City Hospitals, for 
permission to place this case on record, 


KING GEORGE HospitaL, ILForRD.—This proposed 
hospital, which will serve the population, amounting to 
50,000, of Ilford, Barking, Becontree, Dagenham, and 
Manor Park, will take the form of an enlargement of Ilford 
Emergency Hospital from 70 to 300 beds. The Prince of 
Vales pointed out that with the exception of this small 
institution there is no voluntary hospital along Thames-side 
between Barking and Tilbury, and it was mainly to include 
this area that five years ago the orbit of the King’s Fund 
was extended from 9 miles round Charing Cross to 11 miles 
round St. Paul’s. That Fund has already made a grant of 
£10,000 out of the Wells legacies, and has now granted a 
further £10,000 from the Thank-offering Fund. With 
£2000 for the extension of the old building and £2000 from 
the ordinary distribution for 1929, the King’s Fund has 
thus provided a total of £24,000, The Ford Motor Company, 
which has a factory site at Dagenham, has given £5000, 
Mr. Henry Ford and his son, Mr. Edsel Ford, have each 
contributed £2000, and Sir Percival Perry, the chairman of 
the company, £1000. 
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Medical Societies. 


ROYAL SOCIETY OF MEDICINE. 
SECTIONS OF TROPICAL MEDICINE AND 


PATHOLOGY, 

DISEASES ARISING 
DEFICIENCY. 

A COMBINED meeting of these Sections was held 
on Jan. 7th, when the chair was occupied by Prof. 
J. B. CHRISTOPHERSON, President of the Section of 
Tropical Medicine. 

Prof. J. W. B. MAGAw said there were three main 
forms of dietetic deficiency in the tropics: first, 
shortage of food as a whole ; secondly, shortage of 
available proteins; thirdly, shortage of vitamins. 
Many millions of the inhabitants of tropical countries 
lived on the borderline of starvation, and when 
harvests were bad many suffered from actual starva- 
tion. The problem, in a broad way, therefore became 
one of adjustment of the population to the food 
supply. It should be emphasised that research 
workers could do little to improve the conditions of 
human existence so long as these efforts were nullified 
by a progressive increase in population. The well- 
being of the human race must depend on four supports : 
(1) the production of food and other necessities ; 
(2) the control of reproduction ; (3) the prevention 
of disease; (4) the maintenance of security. Most 
of the people in the tropics lived short of proteins. 
Mackay had found but little deficiency of vitamins 
in the diets which he investigated, and had considered 
that if there were adequate protein in the food the 
vitamins would take care of themselves to such an 
extent that their apparent shortage would not be 
a serious problem. The subject of vitamin B deficiency 
was sufficient to fill an evening’s discussion. He did 
not agree with those workers who said that beri-beri 
was caused by a deficiency in the diet of vitamin Bb, 
or that all other theories of the causation of that 
disease had died a natural death. Some workers 
denied that deficiency could account for outbreaks of 
the disease which they had studied. Many believed 
there was a factor in addition to avitaminosis. In the 
Far East beri-beri was strikingly associated with a 
diet of over-milled rice, and peripheral neuritis was a 
notable feature. Fowls and other winged creatures 
developed this neuritis, and it could be cured or pre- 
vented by giving vitamin B. Beri-beri in humans 
living on over-milled rice could be cured or controlled 
by the substitution of par-boiled rice. Attempts had 
been made to reproduce beri-beri in human beings, 
using volunteers from among the jail 
in the Philippines. These experiments showed that a 
monotonous diet which was poor in calories, in avail- 
able proteins and in vitamin B, 


TROPICAL FROM DIETETIC 


caused a vitamin 


disturbance which was suggestive of beri-beri. It was 
found difficult to devise a diet lacking in vitamin B, 
but satisfactory in all other ways. There was 


really very little reliable evidence of a uniform associa- 
tion between human beri-beri and vitamin deficiency. 
Prof. Magaw went on to describe several outbreaks of 
epidemic dropsy. Two authorities were unable to 
exclude this disease from the beri-beri group. It 
often appeared as an explosive outbreak among 
people who were living on the same diet as usual: 
there was no reason for regarding this disease as an 
avitaminosis. Beri-beri was a name which had been 
used for many years to designate certain disease 
manifestations, mostly associated with the use of a 
rice which had been stored for a long time after 
manufacture. There might be two or more diseases 
in the beri-beri group, but they had not vet been 
differentiated with certainty. Probably one of those 
diseases was caused by a poison which was formed in 
rice stored in damp and hot rooms. He admitted 
that some of the diseases entitled to be included in the 


population ! 





group were due to a deficiency, chiefly of vitamin B. 
An attempt ought to be made to differentiate the 
diseases in the group; one should not be satisfied 
with a hypothesis which invoked several causes for a 
single disease. He did not accept the idea of endocrine 
deficiency as a satisfactory explanation of any disease. 
If endocrine glands were deficient, the question to be 
answered was why they had become disordered. 
Probably the endocrine deficiency was an effect, not 
a cause. Practitioners need not be depressed because 
causation of beri-beri was still obscure; their duty 
was clear—namely, to cut out rice from the diet, 
so ensuring that poisons residing in rice were 
eliminated ; and to ensure that the diet was nourishing 
and that it included vitamin B. 

Dr. G. MARSHALL FINDLAY said it was possible to 
produce various types of inanition. One was the 
quantitative type, in which all the known factors 
were present in the diet, in complete or incomplete 
amounts. Qualitative deficiencies, however. were the 
most important, and the lack of certain amino-acids 
was most important of all. The aromatic amino-acids 
seemed to be essential in the diet. In the course of a 
review of our present knowledge, Dr. Findlay said 
that if rats were placed on a complete diet, except 
that the sole source of protein was represented by 
dried egg white, they developed dermatitis, the hair 
fell out. and they had a kangaroo-like attitude when 
they walked. The pathological changes were identical 
with those seen in children with * pink disease,” but 
never older than 34 years. The condition known as 
hunger cedema, seen, for instance. in Russia in 1921, 
had never been produced in animals, but was probably 
due to protein deficiency. Epidemic dropsy seemed to 
occur only in rice-eaters, whereas beri-beri often 
occurred in those who had never eaten rice, but 
suffered from a deficiency of vitamin Bl. In associa- 
tion with epidemic dropsy there was often an acute 
exanthematous rash, and also glaucoma, which had 
not been described in association with true beri-beri. 
The changes in an early condition of pellagra, said 
Dr. Findlay, were described as a degeneration of the 
cells of the central nervous system, and a collection 
of lipoid pigment in the ceils; but the degenerative 
changes in the cord were not usually found in human 
pellagra until the condition was very marked. 


Discussion. 


Dr. H. B. Day said that pellagra bore the same 
relation to the consumption of maize as_ beri-beri 
did to the consumption of rice. No one had succeeded 
in transmitting pellagra. One of its earliest symptoms 
was diarrhoea, but unless there was a complicating 
infection there was nothing characteristic about the 
stools. The cause of pellagra, he thought, was some- 
thing which was related to nutrition, chiefly of the 
ectodermal structures. The problem in man and in 
animals was not thesame. It had been suggested that 
with a larger protein consumption, more vitamin B 
was required than when the protein was cut down 
to a minimum. That might explain the 
met with in the condition. 

Dr. G. W. BRAY gave the meeting his experiences in 
the mandated islands of the Pacific bordering on New 
Guinea. Here infantile beri-beri was very rife, and 
the mortality among the newly born was about 50 
per cent. The native population did not eat rice, 
but lived on fish and native fruits. Fermented 
liquors were denied them. The cases were formerly 
diagnosed as stomach trouble, marasmus, broncho- 
pneumonia, &c. Death usually took place from the 
ninth to the twelfth week after birth, the death-rate 
being least when the rainfall was heaviest. Infants, 
apparently well, would suddenly vomit, scream, and 
die within five minutes. In most of the cases the 
illness did not last longer than 24 hours. The yeast 
found in the sap of the coconut palm was found to 
cure this condition, and the infantile mortality, which 
formerly was 400 per 1000, was now about 70, or little 


vagaries 


more than in England. It was the custom of the 
mothers at the time of the birth to eat very little 
but to drink a good deal of sugared water. Neither 
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white flour nor polished rice was allowed to be sold 
now, and the drinking of so much sugar-water was 
discouraged. 

Dr. Tertius CLARKE said that the disease he 
encountered in Malaya was true beri-beri, but that 
in India was not. When par-boiled rice was sub- 
stituted for the polished kind the disease ceased. 

Dr. W. R. AykKroyD spoke of beri-beri among the 
inhabitants of Newfoundland and Labrador, who were 
living on staple white flour. The beri-beri seen there 
was associated with polyneuritis. myocarditis, and 
occasionally with oedema, and it occurred in people 
who were living in conditions of marked malnutrition 

-~people who for months were confined practically 
to refined white-flour bread, with a small addition of 
salt meat or fish and some molasses. When a better 
diet was available the cases decreased in number. 
In these regions there seemed to be a close relation 
of the disease to absence or deficiency of vitamin B 1. 

Dr. HuGH STANNUs suggested that besides some 
deficiency there was operative some active factor in 
the diseases such as beri-beri, though its action was 
masked. The onset of rickets could be materially 
helped by giving large quantities of oatmeal. He 
would like to know whether various specigs of animals 
made of different amino-acids, were they 
common to all species 7 

Dr. KINGSTON BARTON asked why the infants in 
Polynesia, who continued to be breast-fed for many 
months, failed so soon. Owing to the continuation of 
practical starvation of the mother probably her milk 
was at fault. 

Dr. G. W. THEOBALD said he came from Siam, 
where it Was impossible to Knock the patient off rice. 
His patients were pregnant women, who in every case 
had beri-beri of the dry type. Their diet was not 
altered, except to substitute unpolished for polished 
rice, and they got well. He had seen some of Colonel 
MecCarrison’s pigeons, and he did not much 
difference between the polyneuritis of those pigeons 
and the dry beri-beri of his own patients. The result 
of the white man’s incursion into Siam was that rice 
was polished solely for the European market. Three 
years ago a congress under the auspices of the League 
of Nations was held in Singapore to try to stop this 
polishing, but the Government opposed, saying that 
unless the rice were polished there would be no market 
for it in London. Therefore the industry was still 
flourishing. 


use or 


see 


Replies. 


Prof. MAGAW, in reply, said it would not be a surprise 


to learn that a toxin was excreted in the mother’s 
milk in the cases referred to by Dr. Bray. Glaucoma 
oceurred in epidemic dropsy, but not in beri-beri, 
though the French called attention to a scintillation 
of the eves and a dimness of vision associated with 
the latter disease. Epidemic dropsy was usually 
explosive, but not always. It was always difficult to 
get a sample of the actual rice implicated in an out- 
break, for when inquiry was made the dealer took 
fright and disposed of the rice elsewhere. In the 
larger proportion of cases pellagra occurred among 
maize-eaters. The behaviour of beri-beri suggested 
the activity of an irritant toxin which entered the 
body through the gastro-intestinal mucous membrane. 

Dr. FINDLAY, in reply, said that when scurvy was 
experimentally produced in utero the mother might 
not be suffering from the disease; and he thought 
it was safer in the conditions now being discussed to 
assume there was a deficiency which was affecting 
the mother to a slight extent, but was shown definitely 
in the infants. The dimness of vision. &c.. in beri- 
beri suggested deficiency in vitamin A, since such 
deficiency caused night-blindness and other conditions 
of the kind. There was much evidence that absence 
of vitamin B11 interfered with the metabolism of 
the organism in a number of ways. 

The CHAIRMAN said his own experience of tropical 
disease was in the Soudan, where there was practically 
no pellagra at all, though in the contiguous country 
of Egypt it was one of the most serious of the national 
diseases. In the Soudan millet was the staple food, 





while in Egypt the food was maize. Much still 
remained to be learned concerning both pellagra and 
beri-beri, and when India and Egypt attained to the 
larger measure of independence at which they were 
striving he hoped the researches so carefully made 
would be continued, to the benefit of their population. 


PATHOLOGICAL SOCIETY 
OF GREAT BRITAIN AND IRELAND. 


A MEETING was held on Jan. 3rd and 4th 
Bland-Sutton Institute at the Middlesex 
Prof. J. McINTOSH in the chair. 

F. W. Andrewes (London) pointed out that the 
immediately preceding cultural conditions might 
greatly influence the agglutinability of hemolytic 
streptococci.—C, E. Dukes (London) gave an account 
of several cases of polyposis intestini with their family 
trees, showing that the condition is familial, inherited 
apparently as a mendelian dominant, more frequent in 
males than females, and ending in carcinoma in two- 
thirds of the cases unless prophylactic excision of the 
large bowel has been done.—J. H. Teacher (Glasgow) 
showed a specimen of carcinoma of the gall-bladder 
from which about L100 secondaries had been implanted 
in the mucosa of the intestine though embolic dis- 
semination with specific localisation could not be 
excluded ; there was widespread lymphatic metastasis. 

EK. H. Kettle (London) described a case which broke 
the rule that chronic ulcer of the duodenum never 
leads to cancer.—-W. Cramer (London) had tried a 
great variety of experiments to look for evidence that 
mouse carcinoma or sarcoma was transmissible 
without living cells; some of the results. especially 
with sarcoma, were suggestive. but none conclusive 
that this might sometimes happen.—T. Lumsden 
(London) had had an American strain of mice (which 
in Buffalo develop carcinoma of breast in 94 per cent. 
of the females), without obtaining any such excess of 
tumours ; he described also a number of observations 
on the subcutaneous nematodes of mice.—Helen 
Chambers and Gladwys Scott (London) summarised 
their experience of many years in the propagation 
of the Jensen rat sarcoma ; the young born of animals 
in which the tumour had spontaneously regressed 
Were more resistant than usual.—F. C. Happold 
(Leeds) discussed the correlation of the oxidation of 
certain phenols and dimethylparaphenylenediamine 
by certain bacteria.—J. B. Duguid, Marjorie Duggan, 
and J. Gough (Cardiff) had endeavoured to produce 
arterial degeneration by giving excessive quantities 
of irradiated ergosterol by the mouth. Little effect 
was obtained in rabbits, more in cats; in rats, abun- 
dant calcification was obtained if they were fed on a 
vitamin-free diet, with or without the addition of 
cod-liver oil and marmite, but not if they received an 
ordinary mixed diet. Calcification was preceded by 
degeneration. Cramer and Cameron had obtained 
similar results.—M. J. Stewart (Leeds) found that the 
‘curious bodies’ of human pulmonary asbestosis 
could be produced in guinea-pigs by the subcutaneous 
inoculation of asbestos dust. the fibres acquiring the 
characteristic nodular accretions.—S. L. Cummins and 
A. F. Sladden (Cardiff) showed the importance of 
estimating the amount of silica in the lungs of coal- 
miners suffering from pulmonary fibrosis.— J. G. 
Greenfield (London) described the changes in the 
central nervous system in two cases of encephalo- 
myelitis following mild febrile illness (** influenza ’’) 
one fatal after four days from broncho-pneumonia, 
the other after seven weeks from cystitis. Peri- 
vascular demyelination was very  marked.—QJ. 
McIntosh (London) maintained that the characteristic 
histological change in vaccinal encephalitis (rabbits) 
was an endothelial, not a lymphocytic, reaction, and 
that in this way the disease differed from post- 
vaccinal encephalitis in man. Hurst said that his 
experience in monkeys bore this out.—W. M. 
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Crofton (Dublin) said that he had isolated a small 
Gram-negative bacillus (possibly the same as that 
obtained by Copeman many years ago) from vaccine 
lymph and cases of small-pox and that vaccination 
with it protected rabbits against vaccinia.—R. W. 
Fairbrother (London) prepared a serum in horses by 
massive dosing with the brain-tissue of monkeys 
experimentally injected with poliomyelitis, and found 
that it had a definite, but low, power of neutralising 
the virus.—G,. S. Wilson (London) described four 
races of Bacillus aertrycke isolated from one culture, 
which showed permanent differences in colonial 
form, morphology, agglutinability, and virulence. 
In shape they varied from long filamentous bacilli 
to short coccoid forms.—-W. Mair (London) discussed 
the difficulties and discrepancies of testing the viru- 
lence of diphtheria cultures, and maintained that they 
could not satisfactorily be divided into virulent and 
avirulent: the existence of intermediate slightly 
virulent stains had to be recognised..-H. J. Parish 
and C, C. Okell (London) had found that young rabbits 
were less susceptible than larger animals to the 
scarlet fever streptococcus and its toxin.— Muriel 
Robertson and A. Felix (London) by inoculation with 
heated bacilli prepared an  anti-vibrion-septique 
serum, Which had no antitoxic power, but a consider- 
able capacity of preventing death in animals inoculated 
with spores plus calcium chloride as an activator ; 
unlike the antitoxin, this antibacterial power is type 
specific.—-D. Nabarro and A. G. Signy (London) 
reviewed a year sexperience with dysentery infectionsat 
Great Ormond-street Hospital; Flexner Zand Sonne 
bacilli were isolated many times; a considerable 
proportion of the cases contracted infection while in 
hospital.—S. Ellingworth, F. C. Happold, J. W. 


McLeod, and D. P. Priestley (Leeds) showed that the 
gonococeus could be isolated from the female genital 
tract more certainly by using media which had not 
been heated much during preparation, and by using 
the tetramethyl method of distinguishing the colonies. 


--Juliette Marchal (London) demonstrated a new 
virus disease of mice causing lesions on the feet and in 
the viscera.—-F. T. Grey (London) showed his colour- 
index ratiometer and proteinometer.—-D. H. Patey, 
R. W. Scarff, and S. L. Baker (London) showed various 
pathological specimens and a series of breast carcinoma 
correlating histological structure and malignancy.- 
H. J. B. Fry (London) showed lymphadenomatous 
ulceration of the intestine. and J.S. Dunn (Manchester) 
the infiltration of squamous epithelium by mucous 
carcinoma. 





BRIGHTON AND SUSSEX MEDICO- 
CHIRURGICAL SOCIETY. 


A MEETING was held on Jan. 2nd, Dr.W. BARRINGTON 
PROWSE, the President, in the chair. 
Mr. J. R. GRIFFITH read a paper entitled 
The 
He said that he uses Labat’s syringe and needles and 
Corbiere’s neocaine, and then described the methods 
that he uses for anesthetising the upper arm in out- 
patients and in-patients. He anewsthetised the fingers 
by blocking the digital nerves at the webs, infiltrating 
the dorsal aspect of the finger at the same time in 
order to cut off the radial branches. The hand was 
ansthetised by infiltrating the median and ulnar 
nerve at the wrist. and by making a ring of infiltration 
in the skin round the wrist in order to cut off the 
superficial fibres running in the subcutaneous tissues 
to the hand. In dealing with Colles’ fracture, Mr. 
Griffith said that he had found local infiltration round 
the site of the fracture unsatisfactory.” Brachial 
plexus block requiring too long a wait. he now relied 
on blocking the ulnar, median, musculospiral, and 
musculocutaneous at the elbow, at the same time 
blocking the superficial nerves with a ring of infiltra- 
tion at the same level. The technique of brachial 
plexus block was then described. By this method 


Technique of Local Anasthesia,. 





the vhole arm was anesthetised except a small area 
in the axillary part supplied by the intercosto- 
humeral, The brachial plexus consisted of a numbe1 
of thick, tough nerves, and required a large amount 
of 2 per cent. solution to soak through to the deeper 
fibres. It was important, therefore, to distribute the 
fluid throughout the whole length of the plexus. 
The injection was made in three places through a 
single puncture which was situated 1 cm. above the 
middle of the clavicle. The first injection was made 
where the cords cross the first rib; the second was 
made at the origin of the roots from the intervertebral 
foramina ; and the third injection was made below 
the level of the first rib, where the nerves separate 
from the cords. All these injections could be very 
quickly and easily carried out; several patients 
could be injected one after the other and their treat- 
ment carried out in turn. Both the preparation for 
and the recovery from general anesthesia was avoided, 
and the patient was able to return home without 
discomfort. The anwsthesia gave plenty of time, and 
the very perfect muscular relaxation that was obtained 
made the reduction of fractures and dislocations 
comparatively easy. At the same time the patient 
was able to coéperate. For instance, the patient 
with fracture of the neck of the humerus could sit 
on &@ stool while the arm was fixed in abduction with 
plaster-of-Paris. Where the injury was of the hand 
and fingers, the patient could voluntarily move the 
joints, showing whether the mechanical disability 
had been completely overcome, 

Mr. Griffith then described the method of local 
infiltration and field block, stressing the importance 
of systematically infiltrating the whole thickness of 
the tissues. 

The method of anzsthetising the maxilla and the 
tongue used for patients was described. This con- 
sisted in the infiltration respectively of the tissues in 
the sphenomaxillary fossa. and of those in proximity 
to the inferior maxillary division of the fifth nerve. 
Mr. Griffith pointed out that this anesthesia was 
comparatively easy to induce, since the solution had 
only to be placed near to the nerve. For operations 
on the tongue the glossopharyngeal nerve was blocked 
by infiltrating the back of the tongue through a 
puncture above the symphysis of the hyoid bone. 
Mr. Griffith thought that this technique would prove 
very useful when radium needles were used. for it 
did away with the discomforts and dangers associated 
with recovery frem general anesthesia. Rib-resection 
under local anewsthesia was then described and its 
advantages stressed. The technique of paravertebral 
block associated with splanchnic block was demon- 
strated, the splanchnic block being carried out from 
behind. The perfect relaxation that this procedure 
gave was of the greatest assistance. but Mr. Griffith 
admitted that he had usually to rely on his anesthetist 
to relieve the patient from pain. although only a 
very small quantity of anawsthetic was necessary as a 
rule. In dealing with the lower abdomen, pelvis. 
and legs he used intrathecal block, the main dis- 
advantage of which he found to be the shortness of the 
anesthesia. In concluding his paper, Mr. Griffith 
dealt with the technique of caudal block, and insisted 
on the importance of using a large quantity of fluid, 
and also of making certain that the needle was actually 
in the spinal canal. 

A film illustrating the technique of Mr. Waugh’s 
operation for tonsil enucleation was then shown. 
The film had been specially taken by a representative 
of the Kodak Company at the Children’s Hospital. 
Brighton. It showed the details of the operat ion, and 
included diagrams showing the blood-supply of the 
tonsil. 


MANCHESTER'S ARTIFICIAL SuUN.—The first public 
artificial sunray centre in Manchester has been opened at the 
Whitworth Baths, Ashton Old-road, Openshaw, by the Bath 
Committee of the corporation. Three quartz lamps have 
been installed and will be operated by specially trained 
attendants. The cost of the treatment will be 2s. for one 
bath, 4s. 6d. for three, and 7s. 6d. for a course of six. 
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Kebietus and Motices of Books. 


RICKETS, OSTEOMALACIA, AND TETANY. 
By ALFRED F. Hess, M.D. New York. 
Henry Kimpton. 1930. Pp. 429. 

THE publication of a really comprehensive treatise 
on rickets is an event, and no one could have been 
more competent to undertake this arduous task than 
Prof. Hess. The volume which he has produced will 
be of the greatest importance in medical literature, 
and will interest and instruct a wide circle of readers. 
The whole story of rickets is taken up from the earliest 
evidence of its existence, and traced throughout the 
history of medicine up to the present day. In his 
historical survey the author has been at pains to do 
justice to the contribution of Daniel Whistler, which 
he considers to have been somewhat unfairly depre- 
ciated by many writers on the history of medicine. 
In a chapter on the geographical distribution of 
rickets the conflicting evidence adduced from various 
countries is reviewed; Prof. Hess concludes that 
while no country is devoid of rickets, its incidence 
corresponds in general to the countries deficient in 
sunlight, subject to some qualifying influences, such 
as industrialism. The experimental induction of 
rickets in animals is described shortly in a special 
chapter, but is frequently referred to in later sections : 
the etiological factors are discussed fully in one of 
the most attractive chapters in the book. Prof. Hess 
believes that heredity is at the most a minor factor 
seldom operative, but that a constitutional predis- 
position to the disease does exist. His summary of 
the question is that the dominant factor is sunlight : 
that the dietetic factor is important, and is as yet but 
imperfectly understood ; and that the growth-rate 
is a factor of importance which must be regarded as 
determining as well as predisposing. The section 
on metabolism in rickets will be of exceptional value 
as a guide to a voluminous literature. 

Prof. Hess emphasises the reserve with which the 
results of chemical experiments must be accepted, 
and doubts whether the pathogenesis will be solved 
by these means; but he has greater hopes of those 
studies which include the organic constituents of the 
tissues. The chapters on pathology and symptoma- 
tology are mainly descriptive, and contain admirable 
illustrations. In discussing diagnosis, stress is laid 
on the caution which should be observed in accepting 
craniotabes as evidence of rickets. The chapters on 
osteomalacia and tetany deal with the clinical features 
and biochemical characteristics of these disorders, 
and also their relation to rickets. Of particular 
interest is the author’s account of the pathogenesis 
of tetany, and the conflict of opinion on the significance 
of total and ionised calcium values. While convinced 
that a true (uncompensated) alkalosis does not occur, 
he admits that a trend in the direction of alkalosis 
tends to the induction of tetany. There is a com- 
prehensive bibliography, arranged in correspondence 
with the chapters, and this adds greatly to its value. 

The volume contains considerably more material 
than might appear from its size, for it is closely 
printed. One of its most admirable features is the 
balanced and impartial manner in which divergent 
views are depicted, and the fairness with which 
Prof. Hess has presented opinions not his own. The 
work will be found essential to all who are studying 
the subject, and must occupy an important place 
in the literature of pediatrics, 


London : 
258. 


THE CEREBRO-SPINAL FLUID. 
Le Liquide céphalo-rachidien. By Dr. 
Professeur agrégé a la faculté de Toulouse. 
Masson et Cie. 1929. Pp. 250. Fr.28. 
THIS monograph deals with the physio-pathology 
of the subarachnoid and ventricular spaces, and is 
largely a critical review of the new methods of explora, 


RISER, 
Paris : 





tion of these spaces by injections of air, coloured 
substances, and lipiodol. Of this aspect of the cerebro- 
spinal fluid the ‘Toulouse school, under the leadership 
of Prof. Cestan, has made a special study, and Riser’s 
book is largely based on this work. The results of 
experiments and observations undertaken at Toulouse 
have almost entirely confirmed the work of the 
American physiologists, but have also amplified this 
in several ways. Thus it has been found that 
absorption of cerebro-spinal fluid in man takes place, 
not only by the arachnoidal villi, but through the 
walls of all the cerebro-spinal veins. Riser has also 
confirmed in man the observation that there is 
practically no absorption by the perineural lymphatics. 
Another point in human physiology which seems to 
be new is his manometric observation of the rate at 
which the cerebro-spinal fluid is normally secreted. 
In the majority of subjects he found that if, after 
recording the pressure, 20 to 30 ¢.cm. of cerebro- 
spinal fluid were drawn off it took from two to three 
hours for the pressure to be restored to the original 
level. This restoration was often slower but was 
rarely faster. It seems, therefore, as though about 
10 c.cm, of cerebro-spinal fluid were formed every hour, 
under conditions of repose. This method is indirect, 
but it probably gives a better index of the true 
state of affairs than the rate at which dye-stuffs are 
eliminated from the subarachnoid space. which has 
suggested a considerably more rapid formation and 
absorption of fluid. 

The author's wide experience and sound judgment 
are shown in the sections of the book that deal with the 
localisation of lesions of the nervous system by 
injections of air, lipiodol, and coloured solutions. 
Two procedures which he specially recommends are 
little used in this country; the injection of 5 c.cm. of 
air by the lumbar route to determine spinal block, 
and the intraventricular injection of phenol- 
sulphone-phthalein in hydrocephalus and subsequent 
colorimetric examination of the urine, either with or 
without an examination of the cisternal fluid, to 
determine the degree of obstruction. For the localisa- 
tion of spinal tumours he prefers heavy lipiodol by 
the lumbar route to either the cisternal injection of 
heavy or the lumbar injection of light lipiodol. 
Encephalography is not recommended but ventriculo- 
graphy, if not more than 26 c.cm. of air are injected 
slowly, he considers a safe and useful procedure. 
Comparatively little space is devoted either to the 
examination of the cerebro-spinal fluid or to the 
changes in the fluid in disease, but in these sections, 
as elsewhere in the book, what is said is well said and 
worth saying. 

If more space were devoted to these subjects and the 
arrangement of subject matter were rather more 
formal this would be by far the best text-book we 
possess on the cerebro-spinal fluid. As it is it contains 
so much valuable information at so low a price that it 
should be assured of a wide circulation, 


CLINICAL METHODS, 
A Guide to the Practical Study of Medicine. Ninth 
edition. By Ropert Hutcuison, M.D., F.R.C.P., 
Physician to the London Hospital; and DoNaLp 
HuntTeER, M.D., F.R.C.P., Assistant Physician to 
the Hospital. London: Cassell and Co., Ltd. 
1929. Pp. 684. 12s. 6d. 


WITH the passing of Dr. Rainy the assistantship 
of Dr. Donald Hunter has been incorporated in the 


present edition of this well-known book, _ It is difficult 
to imagine how much the medical student owes to 
this work, for its use has been universal; and it is 
equally difficult to imagine the clinical clerk passing 
through the wards without at some time or another 
being seen carrying this compact little volume. This 
new edition possesses the same clear exposition and 
the same wealth of detail as its predecessors. Additions 
have been made, especially in the chapters dealing 
with the nervous system and pathological fluids, 
and in the section upon bacteriological investigations. 
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Although much of the older material has been replaced, 
we feel that still more can be erased. 

A book that has functioned so well and for so long 
must deserve credit from reviewers. A few omissions 
may, however, be noted. An indication of the value of 
the radiographic examination of the lungs as an aid 
to diagnosis might have been included, especially 
since the X ray appearances of the heart have already 
found a place. Twelve pages of the chapter on the 
central nervous system are still devoted to the electrical 
stimulation of muscles and nerves, but no space is 
given to the important changes that occur in the 
cerebro-spinal fluid in spinal block. When dealing 
with the stomach and its position in the abdomen 
the authors say that ‘‘ recourse is frequently had to 
inflation of the stomach with gas” in order to outline 
the borders correctly. This gives a wrong impression ; 
it must be rare nowadays for such a method of 
ascertaining the size of the stomach to be used. 
Many of the diagrams are rather old fashioned : 
Fig. 87, representing actinomycosis in sputum, is not 
worthy of the book and would be better omitted. 

These are but details ; this work stands to-day, as 
for years past, a sure guide to the student in the 
complexities of clinical medicine, both before and 
after qualification. 





MEDICAL GUIDES. 


Interns Handbook: A Guide to Rational Drug 
Therapy, Clinical Procedures, and Diets. By 
Members of the Faculty of the College of Medicine, 
Syracuse University, under the = direction of 
M. S. Dootrey, A.B., M.D. London: J. B. 
Lippincott Company. 1929. Pp. 254. 12s. 6d. 


THIS symposium is drawn up for the newly qualified 
hospital resident by the members of the Faculty of 
the College of Medicine of the Syracuse University 
to help him when he gropes ** for that exact combination 
of the familiar facts of anatomy, physiology, chemistry, 


bacteriology, pathology, pharmacology, and exact 
clinical procedures needed in the emergency.’ The 
authors take a justifiable pride in having furnished 
precise details of treatment which the student has 
only learnt in general principle, but as resident has 
to apply promptly and with decision. The book is 
designed for a special period of the medical man’s 
life, though, of course, its value for other circumstances 
is almost as great. The information given falls under 
two headings—that of drugs (including treatment of 
poisoning) and that of clinical procedures. Under the 
latter are sections on clinical laboratory work, serums, 
diets, and on each of the different specialties which 
have place in a general hospital. Written chiefly for 
an American hospital, this book contains the infor- 
mation which any freshly qualified practitioner needs 
to carry him through his new work. 


Medical Guide for India and Index of Treatment. 
Third edition. By Lieut.-Colonel E. J. O’MEARA, 
F.R.C.S. Eng., I.M.S. (Ret.). late Civil Surgeon 
and Principal of the Medical School, Agra. London 
and India: Butterworth and Co., Ltd. 1929. 
Pp. 1138. 25s. 

THE condition of the recently qualified student of 
medicine in regard to medical practice in England, 
and his feeling of ignorance of the practical points 
which count, must be lived again when the English 
doctor is met by the problems of Indian practice. 
Lieut.-Colonel O’ Meara’s book, which is now in its tenth 
vear and has reached its third edition, is one which 
introduces the medical man to the intricacies of practice 
in India. It isa synopsis of medicine in all its aspects, 
but throughout with a special application. This bias 
is especially marked in the sections on preventive 
medicine and sanitation. on medico-legal work and 
lunacy, on hospitals and nursing homes, foods, and 
dietetics. These are the branches of medicine in 
which practice differs most in different parts of the 
world. As an instance of the thoroughness of the 





work, we note that in the section on rabies it is not 
only stated where treatment is available, but also 
what travelling facilities are granted for patients to 
reach the treatment centres. This book lightens the 
burden of all Indian practitioners, but most of all of 
the newcomers to that country. 


TRAITEMENT DES AFFECTIONS NEURO-CUTANLES, 
By E. 


JUSTER, Assistant, St. Louis Hospital. 
Paris : 


Masson et Cie. Pp. 126. Fr.14, 

THE growing recognition of the sympathetic and 
endocrine connexions and interactions of the cutaneous 
tissues certainly justifies an attempt to consider 
certain dermatoses from a new point of view, and has, 
doubtless, inspired the author of this short treatise. 
It must, however, be constantly borne in mind that the 
facts at our disposal are few, and that untilthe physio- 
logists are in a stronger position to teach the functions 
of the sympathetic and endocrine systems, and 
their biological connexions, we must not allow 
assumption to carry us too far in the channels of 
etiology and therapeutic endeavour. We may perhaps 
admit the claims of alopecia areata, vitiligo, and 
Raynaud's syndrome to be attributed to endocrine 
dysfunction, and we may perhaps suspect that lichen 
simplex chronicus, lichen planus, and sclerodermia 
will ultimately join this group, but we have no evidence 
that would entitle us to include—as is here done— 
such conditions as premature baldness, hypertrichosis, 
pemphigus, kraurosis vulve, and the Fox-Fordyce 
disease. Most English authorities would not agree 
with the views put forward on the etiological 
importance of congenital syphilis. It is very rare 
to discover a positive Wassermann reaction in a case 
of Raynaud’s syndrome, for instance,. and yet the 
French favour a luetic factor in its production. The 
issue is evaded by emphasising the frequent absence 
of a positive reaction in cases of tabes and allied 
conditions, and asserting that ‘* the custom of demand- 
ing a positive W.R. is the cause of many diagnostic 
errors.” The argument can, of course, be used by 
both schools, but it is going too far to suggest that 
“the discovery of serological tests may be regarded 
as a catastrophe for many, and that the attitude of 
physicians who refuse to make use of them is readily 
comprehended.” Considering that this book is 
designed for the use of practitioners and lays no claim 
to be a scientific treatise, such views seem to lack 
the merit of caution and might have been differently 
expressed. On the whole, however, the production 
is well worthy of perusal by all who are interested in 
the progress of dermatology, and whose knowledge 
is sufficient to prevent a too ready acceptance of 
hypothesis in the guise of fact. 


TUBERKULOSE 
By R. KJER-PETERSEN, M.D. 
V. Thaning and Appel’s Forlag. 
Kr.3.50. 

THE author of this by <, who is in charge of the 
Tuberculosis Station ir | openhagen, is a refreshingly 
bellicose crusader who employs his knowledge of 
recent tuberculosis work in Germany and England to 
bring home to his compatriots the errors of their ways. 
With the reputation for having the lowest tuber- 
culosis mortality in Europe, Denmark has come to be 
regarded as a ‘‘show child,” as a stick wherewith to 
beat more backward countries. But even a *‘ show 
child ’’ sometimes wanders from the paths of rectitude. 
The object on which the author breaks his first lance 
is the statistical service, which has supplied the, in his 
opinion, misleading calculation that the average 
duration of the life of a consumptive, dating from his 
first symptom, is between seven and eight years. 
The author’s own calculations. which deal only with 
sputum-positive cases, shows that 76 per cent. of such 
patients die within two vears of the appearance of the 
first symptom. He compares the inclusion of all 


PROBLEMER, 


Copenhagen : 
1929. Pp. 125.. 
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tuberculous patients in one class, without reference to 
the presence or absence of tubercle bacilli in the 
sputum, with the inclusion of all cases of albuminuria, 
orthostatic and the like, under the term nephritis. 
A whole chapter is devoted to sanocrysin. This 
drug, according to Dr. Kjer-Petersen, has not only 
been useless in some cases and harmful in others ; it 
has also distracted attention in Denmark from the 
remarkable advances in tuberculosis made in Germany 
in the last few years. The author describes the cam- 
paign in favour of sanocrysin rather derisively as 
‘* smart business.” The chapter on artificial pneumo- 
thorax deals largely with recent German work on this 
subject. and with the claim made in this country in 
favour of submitting some 50 per cent. of all cases of 
pulmonary tuberculosis to this treatment. As for 
village settlements in general, and Papworth in par- 
ticular, the author’s opinion thereon is best indicated 
by his choice of the three most important milestones 
in the history of the treatment of tuberculosis— 
Brehmer, Forlanini, and Varrier-Jones. It is probable 
that never before have the problems of tuberculosis 
—prevention, pathology, treatment, and social action 
—been thrown into the melting-pot as they have at 
the present time, and the author has done good 
service in stirring this pot and ladling out samples of 
its contents to his colleagues. One of the chief 
lessons of his book is that the most rapid and effective 
way to solve the many problems of tuberculosis is to 
follow closely what the other man is doing, even 
though he be a foreigner. 


DIABETES. 
The Diabetic Life: Its Control by Diet and Insulin. 
Fifth edition. By R. D. LAwRENcE. M.D., 
M.R.C.P.Lond., Chemical Pathologist and Lecturer 
in Chemical Pathology, King’s College Hospital. 
London: J. and A. Churchill. 1930. Pp. 204. 
8s. 6d. 

A Handbook on Diabetes Mellitus and Its Modern 
Treatment. By J. P. Bose, M.B., F.C.S. Lond. 
Calcutta: Thacker, Spink and Co, Pp. 192. 
Ss. 4d. 

The Diabetic A.B.C.: 
Patients and Nurses. 


A Practical 
By R. D. 


Book for 
LAWRENCE. 
London: H. K. Lewis and Co., Ltd. 1929. Pp. 55. 
3s. 6d. 


Diabetics: A Manual for Patients Suffering from 
Diabetes Mellitus. By JoHN KNOWLEs, M.R.C.S. 
Eng., L.R.C.P. Lond., D.P.H.Manch. London: 
Faber and Faber, Ltd., The Scientific Press. 1929. 
Pp. 87. 3s. 6d. 

Practical Handbook for Diabetic 
ABRAHAM Ruby, M.D. Boston: 
Co. 1929. Pp. 180. $2.00. 

A Book for Us Diabetics and Our Doctors. 
Don H. Durriz, M.D. 
S. Lancaster, Mass., U.S.A. 


Patients. By 
M. Barrows and 


By 
Published by Author, 
1929. Pp.120. $1.50. 


FIvE editions of Dr. Lawrence’s excellent manual, 
‘*The Diabetic Life,”’ have been published in six 
years. The chief changes made in the present edition 
are in matters of detail, which are, however, of very 
great importance to the patient. Drs. McCance and 
Lawrence have now completed an analysis of the 
different foodstuffs which contain carbohydrate. 
They have shown that the amount of carbohydrate 
which can be utilised by patients is, in many vegetables 
and fruits, much Jess than was supposed. Thus a 
patient who ate 8 oz. of cabbage under the impression 
that he was eating 5 g. of carbohydrate was actually 
eating only about 2-5 g. It is more than probable 
that the old carbohydrate values have been responsible 
for attacks of hypoglycemia, owing to the exchange 
of vegetables which were erroneously supposed to 
have the same carbohydrate value. The revised 
figures should be distributed to patients as soon as 
possible. Many new recipes are included, and will 
add considerably to the choice of puddings and 





savouries which can be made. As the equivalent 
amounts of carbohydrate, protein, and fat are always 
given, these delicacies can be varied without causing 
any change in the total value of the diet. The general 
advice to the patient is very good. In this edition 
the question of marriage is discussed. It is stated 
that it is not dangerous for men, but that the woman 
does run certain risks. There is also the added con- 
sideration that the child may develop diabetes. 
Dr. Lawrence makes the point that for the woman 
able to carry through a pregnancy satisfactorily great 
self-control and determination are required, and that 
she is at least as likely to transmit these valuable 
qualities as a taint of hereditary disease. The balance 
of opinion is that while marriage cannot justly be 
forbidden, pregnancy is inadvisable in all but the 
exceptional case. 

Dr. J. P. Bose gives the results of his work as a 
research worker at the Calcutta School of Tropical 
Medicine and Hygiene. The chapters on the physiology 
of sugar regulation in the body are full, and contain 
some original work by Dr. Bose and Colonel Acton. 
They have provided the explanation of the puzzling 
report which reached us some years ago that insulin 
was destroyed in the hot climate of India. The 
error arose because the insulin was tested out 
on the native or Himalayan rabbit, which is now 
found to be very insensitive to insulin. <A dose 
which will cause severe hypoglycemia in the 
Belgian hare, which is commonly used in England for 
assaying the strength of insulin, has no effect on the 
Himalayan rabbit. The latter also differs in being 
much more sensitive to adrenalin than is the Belgian 
hare. The dietetic scheme has been drawn up for 
the three types of patient seen in India: (1) the 
European or Anglo-Indian ; (2) the Indian who eats 
a mixed diet ; and (3) the Indian who eats a purely 
vegetarian diet. The instructions for arranging the 
diet are quite clear. The diet tables which are essential 
for giving variety to the patient are unfortunately 
drawn up on the old system of so many grammes of 
carbohydrate per 100 grammes, and are therefore 
nothing like so easy for the patient to follow as the 
English 5 g. system. The indications for the use of 
insulin are good, and the instructions for its admini- 
stration and for the gauging of the correct dose should 
be easily understood. The book will be of especial 
value to all workers who have to treat patients in 
India. 

Dr. Lawrence has done a good service to patients 
with diabetes mellitus in writing a simple book, 
designed expressly for them and their nurses. His 
more technical book reviewed above, while it provides 
excellent matter for doctor and keen educated 
patients, has frightened many who desire only to 
understand the simple rules of diet and not to think 
too much about their disease. The statements about 
diabetes and the principles of its treatment are put 
in very simple form, and the rules given for the 
administration of insulin are good. It would be an 
advantage if the method of filling the syringe were 
described with diagrams, since many nurses do not 
know how to do this properly. The line ration is 
fully described, and the food tables on which this 
method is based are very valuable. The tables are 
drawn up on the basis that the weights of the different 
articles all contain 5 g. This method, which was 
first introduced by Dr. O. Leyton, and then greatly 
extended by Dr. G. A. Harrison, makes it very easy 
for the patient to vary his diet. In another edition 
Dr. Lawrence might consider giving the figures for 
the proteins in 7-5 gr. portions instead of 5 gr. portions, 
so as to correspond with the line ration scale. The 
recipes will be of the utmost value to patients who 
crave for more variety in their diet. 

Tn a small manual Dr. Knowles has set out the 
elements of what a diabetic patient should know. 
Thirty-three pages are given up to food tables ; here, 
as in Dr. Bose’s book, the substitution of the 
5 gramme method of calculating would be appreciated 
by patients. The instructions for insulin administra- 
tion are clear. It is surprising that a syringe is 
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recommended which is marked in minims or c.cm. 
instead of in units of insulin, as is now usual. 

Dr. Frederick M. Allen states in the introduction 
to Dr. Abraham Rudy’s book that ** diabetes presents 
peculiar problems to certain elements of our popula- 
tion.”? Dr. Rudy has written this handbook in order 
to make the path easy for some of the immigrant 
races of America and for strict Jews who keep to the 
kosher regulations. The introductory remarks about 
the nature of carbohydrat+s, proteins, &c., are simple 
but adequate. The rules for insulin and the general 
management of its administration are good. The 
chief value of the book, however, lies in the diet 
tables and recipes. The latter number 180 in all, and 
are suitable for American, Jewish, French, German, 
Italian, and Armenian tastes than for British ones. 
The tables are given in two forms—so many grammes 
of carbohydrate in 100 grammes of foodstuff, and 
also as either 3 or 5 or 10 g. of carbohydrate in so 
many cups of foodstuff. Once the measure of a cupful 
is realised, this method should make it easy for any 
patient to follow the instructions given. The book 
lacks a general index, but has a complete index of 
recipes. 

Dr. Duffie’s book is written in a very breezy style, 
and is full of quaint expressions. More than half 
of it is intended for patients, and the clear directions 
are illustrated by numerous photographs; those of 
the method of preparing the syringe and giving the 
injection are very valuable. The recipes are good, 
but the diet tables here also are expressed in terms 
of grammes of carbohydrate, protein, and fat for 
100 grammes, instead of on the 5 gramme principle 
now widely accepted in Great Britain. 





AIDS TO ORTHOPZDIC SURGERY. 
By Eric A. Crook, M.Ch. Oxon., F.R.C.S. Eng., 
Assistant Surgeon, Charing Cross Hospital ; Sur- 
geon, Queen’s Hospital for Children. London: 
Bailli¢ére, Tindall and Cox. Students’ Aids Series. 
1929. Pp. 232. 3s. 6d. 

THE author of this little duodecimo disclaims any 
pretention to encroach on the province of the ortho- 
pedic specialist, and only aims, as he says in his 
preface, to meet the needs of the student of general 
surgery. As far as it is possible to achieve this end 
in the space allotted Mr. Crook has succeeded in 
doing so. The book will serve to whet the appetite 
of the reader, and lead him to consult the larger 
monographs on the subject. Still better, he may be 
stimulated to take an interest in one or more of the 
orthopedic clinics which are now scattered about the 
country, and to learn there something of the practice 
of the specialty. The technique of orthopaedics, more 
perhaps than any branch of surgery, needs personal 
expertence and practice. 





A New TREATMENT OF TUBERCULOSIS. 


By PrerreE HvULLIGER, M.D. London: H. K. 
Lewis and Co., Ltd. 1930. Pp. 146. 8s. 6d. 


IN this book the author claims to have found a 
specific for tuberculosis, The treatment consists of 
hypodermic injections of a substance containing salts 
of copper, silver, tin, and manganese, but since we 
are not told the exact formula we have only the 
assurance that the treatment is new. At the 
beginning of the book the author discusses various 
other methods of treatment, altitude, fresh air, 
sunlight, pneumothorax, and tuberculin, and he 
points out that none of these methods can be called 
a cure; with this part of the book we rejoice to find 
ourselves in agreement. 

The arguments used in favour of Dr. Hulliger’s 
treatment are most unconvincing. Several plates are 
produced showing patients before and after treatment. 
In one case the cure was said to be obtained in 13 
days, but we are not informed whether the patient 
remained cured. Although we have yet no cure for 
tuberculosis, many of the methods of treatment 











adopted undoubtedly 


to 
We can find no evidence in this book that the treat- 


help arrest the disease. 


ment advocated therein is 
respect. 


effective even in this 





FuLtt DENTURE 


By Vicror H. SARs, 
Prosthetic Dentistry, 


PROCEDURE. 


D.D.S., Professor of 
New York University 
College of Dentistry. London: Macmillan and 

Co., Ltd. 1929. Pp. 135. 8s. 6d. 

DENTURE prosthesis has undergone many changes 
during the last 20 years, usually in the direction 
of greater complication of procedure. ‘There are at 
the present time several methods of denture construc- 
tion to which the names of different dentists are 
attached, all involving a complicated series of stages. 
Each advocate of a particular method claims that 
his technique produces dentures which are natural, 
efficient, and stable. The fundamental principles of 
denture construction have, however, changed little in 
essentials during the last 40 years or more. It is 
doubtful whether the complex elaborations which 
have become increasingly popular have really added 
much to our ability to construct useful dentures, 
especially since they are mostly based on conceptions 
of jaw movements which are still hypothetical. 
There are certain cases, however, in which a special 
technique will prove useful and may enable the 
dentist to succeed where ordinary methods fail. 
This book is a practical manual in which the different 
stages of full denture prosthesis are clearly described 
in detail. We have no doubt that if the author’s 
directions are carefully followed the results will be 
good. At first sight it may seem that the technique 
described is laborious and tedious. In practice, 
however, the various stages should not tax unduly 
the patience either of dentist or patient. 

This book should prove a useful addition to the 
library of the up-to-date prosthetist. 


DENTAL HISTOLOGY AND EMBRYOLOGY. 
Second edition. By B. ORBAN, M.D., 
of Dental Histology and Pathology, Chicago 
College of Dental Surgery, Loyola University. 
Philadelphia: P. Blakiston’s Son and Co. Ine. 
1929. Pp.218. 16s. 6d. 

HITHERTO there has been no complete presentation 
in English of the work of the Vienna school of dental 
anatomy and pathology which has gained renown 
from the original work of Prof. B. Gottlieb in this 
field. Prof. Orban was a pupil of Gottlieb and is 
thus in a position to supply an authoritative account 
of his work on the development of the enamel cuticle 
and its relation to the eruption of the teeth and of the 
theory of the pathology of pyorrhoea which is based 
on this work. Many of the views held by Gottlieb 
and Orban are in conflict with those generally accepted, 
but the evidence here adduced is weighty and not 
lightly to be disregarded. The special value of the 
book is the large number of illustrations, chiefly 
photomicrographs, which are of unusual beauty. 
The text has been reduced to the minimum and is in 
the nature of a running comment on the illustrations 
rather than an illustrated treatise. Those familiar 
with the work of such microscopists as J. H. Mummery 
or Leon Williams know how clearly, in the hands 
of an expert, microphotographs can demonstrate 
the histology of the teeth. Prof. Orban’s illustrations 
come up to the high standard set by these masters 
of the technique. No serious student of dental 
anatomy should ignore this book. 


Professor 


THE QUEEN’s HospiraL, Stpcup.—The London 
County Council has decided to purchase this hospital for 
£29,000. The institution, which stands in 93 acres, is to 
be used as a convalescent home for patients from the hospitals 
that will be transferred to the Council on April Ist. A further 
expenditure of £7000 will be necessary to put the buildings 
in order, and the annual cost of maintenance, with 400 





to 500 beds in average use, is estimated at £75,000. 
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Hetu Inbentions. 


A BELT FOR 
ARTIFICIAL 

IN THE LANCET of Nov. 10th, 1928 (p. 1008), there 
appeared under the title of An Improved Attachment 
for Artificial Limbs a short account of a body belt 
for this purpose, patented and introduced by Messrs. 


THE ATTACHMENT OF 
LIMBS. 


W. R. Grossmith. One of the difficulties which 
artificial limb makers have always had to contend with 
in cases of amputations of the thigh has been that 
of the method of attachment of the prosthesis to the 
patient’s stump. This difficulty increases with the 
decrease of the length of the stump in more than an 
inverse ratio. It has been for years customary to 
attach the artificial limb to the body by means of 
suspenders passing over 
the shoulders. These 
might act satisfactorily 
in the erect position 
with the hip-joint ex- 
tended, if carefully 
adjusted, but flexion of 
that joint and of the 
spine as in the sitting 
position threw — the 
relationship between 
the parts and fittings 
concerned out of har- 
mony, so that the socket 
of the artificial limb 
generally slipped for- 
wards, or even—in the 
case of a very short 
stump—might slip off 
altogether. Moreover, 
the connexion between 
stump and socket was 
not a close enough one, 
and consequently 
allowed a good deal of 
play, or what mechanic- 
ians call ** lost motion,” 
with insecurity and 
inefficiency as a result. 
Various belts have been 























A. Thigh socket (or bucket) 


oi. rtificialleg. 3B. Upper 
part of patient’s stump. 
Cc. Waist-belt. J. Buckles 
of waist-belt. FE and F, 
Leather straps. G. Guide 


over hip-joint. H. Addi- devised to meet this 
tional strap, if required. defect, and have been 
more or less successful, 


including, of course, the steel pelvic band and 
hip-joint, but the device referred to above seemed 
to me to be an improvement of promise and worthy 
of trial, and accordingly ‘‘security”’’ belts were 
ordered for a number of cases by the Royal Surgical 
Aid Society. Enough time has now elapsed to enable 
some opinion to be formed as to the practical value of 
the belt, of which a diagram is reproduced herewith. 
These patients have reported favourably. and those 
whom I have examined have a greater control of the 
prosthesis than they had formerly when wearing 
suspenders, and are less liable to falls. One patient 
whom I examined after some months’ use of the belt 
said that she found herself able to check a stumble 
and recover herself in circumstances which with the 
old suspenders must have led toa nasty fall. Another 
case was one of an amputation leaving only 7 inches 
of stump, amputated 28 years ago. hitherto unable 
to walk without a noticeable outward swing. ‘The 
wearer describes the benefits which she obtained from 
this attachment as: 1. In sitting in any public con- 
veyance the leg does not slip at all. and keeps in a 
perfectly natural position without discomfort, either 
with both thighs parallel or with the two knees well 
apart. 2. In walking, the wearer is able to keep the 
leg as close as necessary to the sound limb and preserve 
a correct gait with an improvement in the contour of 
the hips. 3. She stated that a friend, seeing her for 
security ”’ belt, said, 


the first time since wearing the “* 











‘** It looks like you but it cannot be, as you are walking 
erect.”’ 

This attachment consists of a waist-belt furnished 
with a pair of straps, one of which is secured to the 
belt in front and the other to the rear of the belt, 
thence passing diagonally and crossing each other over 
the hip-joint, and finally passing around the thigh 
socket, and being there effectually secured to the inner 
side of the socket. These straps are adjustable for 
length, and, at the point of intersection at the hip, are 
arranged to pass freely through a guide. Further, 
where necessary, an additional strap is attached to the 
waist-belt at the outer side and carried straight down 
through the guide to the top of the socket of the arti- 
ficiallimb. It will be manifest that this arrangement 
of belt entirely obviates the necessity for any strap to 
pass directly downwards at the back of the wearer, 
securing much greater comfort in sitting. In addition 
to these advantages secured by this attachment. 
which can be fitted to practically every make of limb 
for thigh amputations, its very low cost is an important 
feature. 

I may add that such a belt is peculiarly acceptable 
to female patients who find the use of suspenders very 
awkward, especially if they are inclined to embon- 
point or have well-developed breasts. 


E, MUIRHEAD LITTLE, F.R.C.S.Eng.. 
Senior Surgeon to the Royal Surgical Aid Society, 
London, E.C. 








Reports and Analytical Records. 


ENERGEN BISMEAL NUTRIENT 
FOOD. 
(ENERGEN Foops Co., LtTp., ENERGEN WORKS, WILLESDEN, 
LONDON, N.W.10.) 

Ir is claimed that 50 per cent. of this breakfast 
food consists of crushed whole wheat, from which 
nothing has been removed, the balance being made 
up of wheat gluten and milk proteins, the result 
being a ‘‘starch reduced’ product suitable for a 
diabetic diet. On analysis the following results were 
obtained :— 


BREAKFAST 


Per cent. Per cent, 


Moisture 10-0 Protein os 0OCl ws OOO 
Ash 1:2 Crude fibre 1-34 
Fat 3:7 Carbohydrates 18-76 


No trace of deleterious substances or preservatives 
was found. The calorie value of the food is 1714 
per lb., and the composition of the food claimed by 
the makers is substantiated. 


DEXTROSE (**CERELOSE”’). 
(CORN PRODUCTS REFINING Co., NEW YORK, U.S.A., 17, BATTERY- 
PLACE. LONDON: BUSH House, ALDWYCH, W.C.2.) 

This sugar is a refined preparation of dextrose 
(glucose) made from corn (maize) starch. Chemical 
analysis shows it to be the pure hexose C,H,,0, 
containing 7:6 per cent. of moisture, and having an 
optical rotation (calculated on the dry substance) 
of [a]Jp +53-1 at 68° F. Owing to its high degree of 
purity it is well suited for nutritional and other medical 
purposes. 


NortTH MIDDLESEX HosPITaL.—This_ institution 
(950 beds) of the Edmonton Board of Guardians during the 
year ended on March 31st last admitted over 1000 patients 
more than in the previous year, the total, including births, 
being 9797; out-patients increased by more than 6000, 
Lieut.-Colonel Spencer Mort, the medical superintendent 
and director, reports that the accommodation is insufficient 
for ordinary requirements ; in winter the pressure is severe. 
Increase of staff and further accommodation have, he 
says, become an urgent necessity. He adds that a special 
children’s hospital for Middlesex is badly needed, At 
present children often occupy adult beds, 
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LUNACY CERTIFICATION—FIRST AID FOR 
DOCTORS. 


FURTHER and more leisurely study confirms previous 
estimates of the importance of the decision of the 
Court of Appeal in the case of Easton v. Johnson and 
Potts, discussed in THE LANCET of Dee. 28th, 1929, at 
p. 1371. By intervening at the outset to stay Mrs. 
EASTON'S action against the two doctors who had 
certified her under the Lunacy Act, the Court relieved 
them of great anxiety and expense. Assailed by a 
claim for damages for negligent certification, a medical 
practitioner must fight to the end. It will make all 
the difference to him if the recent decision means that 
his preliminary right to ask the Court to stop the 
proceedings (under Section 330 (2) of the Lunacy Act) 
is really to furnish in future a substantial first line of 
defence. Has the law taken at last a turn more 
favourable to the medical profession ? Will the House 
of Lords uphold the Court of Appeal ? 

An apparent change in the legal view deserves close 
attention. Under Section 330 (2), the Court is 
authorised to stay the plaintiffs proceedings against 
the certifying doctor if * satisfied that there is no 
reasonable ground for alleging want of good faith or 
reasonable care.’ In the Hume Spry case, Lord 
Justice BANKES seemed to hold that, in exercising 
this preliminary jurisdiction, the Court must not test 
the quality ot the evidence ; if there were any fragment 
of evidence in favour of the plaintiff, then—he seemed 
to infer—the Court must not at this stage weigh it 
against the possibly greater volume of evidence 
adduced by the defendant, but must simply decline 
to stop the ease ; if there were any scintilla of evidence 
to go before a jury in support of the claim, then the 
claim could not be withheld from the jury. Such a 
ruling, as Lord Justice GREER pointed out the other 
day, entirely nullifies the relief which Section 330 (2) 
was intended to give. There will always be some 
allegation on behalf of the plaintiff. ** It is obvious,” 
said Lord Justice GREER, * that any person bringing 
an action alleging that he has been improperly certified 
by the doctors, whether it be a man or a woman, will 
be able to put before the Court on affidavit some facts 
which, if proved, would support the action which has 
been commenced.” It is highly probable, as the Lord 
Justice observed to Mrs. EasTON’s counsel, that any 
plaintiff in this kind of action will say “1 did not do 
any of the things they say I did ; I did not have the 
delusions they say I had ; I did not say to the doctors 
what they say I said; Lama perfectly sound man and 
I speak as such.” That, said Lord Justice GREER, 
would be evidence of course that the certificate was 
given unreasonably ; but if the existence of such 
evidence were to be allowed to bar the jurisdiction of 
the Court to make an order under Section 330 (2), it 
would be tantamount to repealing that enactment. 
In my judgment the Court has to look at the whole 
of the evidence which has been put before it, and has, so 
far as it is possible, to weigh the evidence which has 
been given on affidavit, to come to a conclusion one 
way or the other as to whether there is reasonable 
ground for alleging want of good faith or want of 








reasonable care.’ Naturally the judges, especially 
those trained in the common law, dislike having to 
accept evidence in the form of affidavits ; they would 
vastly prefer evidence which could be tested by cross- 
examination. But what else can they do? Parliament, 
as Lord Justice SCRUTTON observed, can hardly have 
intended that the Court, when exercising this juris- 
diction under Section 330 (2), should hear all the 
witnesses examined and cross-examined ; this would 
lead to almost as great expense as the full trial of the 
action. Parliament clearly contemplated that the 
Court, dealing with applications under Section 330 (2) 
to stay the plaintiffs proceedings, must work by 
means of something less than the full examination and 
cross-examination of witnesses: and so, though the 
Lord Justice added that he himself had very little 
faith in affidavits as a means of eliciting the truth, the 
Court must expect to have to weigh affidavits from 
the one side against affidavits from the other. Mere 
contradictory affidavits, said Lord Justice SckUTTON, 
are of very little use to the judge in deciding whether 
he can stay the action. “If A, B,C, D, and E say one 
thing, and F,G, H, I, J, and K contradict them, that 
is not a case in which the Court can act, unless, indeed, 
A, B, ©, D, and E have made such obviously ridiculous 
statements that it was clear that nobody would pay 
any attention to what they said ; you must have such 
a state of things, in my view, that the Court is satisfied 
that no reasonable jury could on that evidence find 
that there was want of good faith or of reasonable 
care.” 

In Mrs. Easton's case there was ample evidence 
from independent witnesses both to prove her delusions 
and to establish the fact that the certifying doctors 
had made a prolonged, and not a cursory, examination 
of her. The affidavits by medical witnesses in support 
of the two defendant doctors were authoritative and 
valuable. On the other hand, there were affidavits 
by two personal friends of the plaintiff, adduced on her 
behalf. These carried the less weight in that one of 
the friends had not seen her between May, 1996, and 
April, 1928, and the other had not seen her Letween 
1918 and 1928. The latter in her affidavit suggested 
that it would have been sufficient to have placed Mrs 
EASTON in a nursing home, but. as Lord Justice 
GREER said, ‘* You cannot get certificates from doctors 
to make people go into a nursing home ; if people do 
not want to go, they do not go.” Possibly it was the 
plaintiff's own aflidavit which was most damaging to 
her case, because the Lords Justices were able to find 
admissions in it which reconciled them to the absence 
of cross-examination, Mrs. Easton's affidavit  pur- 
ported to be a reply to the affidavits filed by the 
medical and other witnesses recounting her delusions. 
Her affidavit gave so qualified a denial to some of the 
statements attributed to her that it went some way 
to confirm the truth of the affidavits on the other side. 
Moreover, her affidavit did not deal at all with some 
of the acts and speeches which had been cited as 
evidence of her insanity ; her counsel seems to have 
conceded that by this omission she must be taken to 
have admitted the truth of them. Master JeLr and 
Mr. Justice FINLAY (whose decision not to stop the 
case the Court of Appeal over-ruled) were mainly 
concerned, we know, with an aftidavit by Dr. Risen 
Russevy. Mr. Justice FINLAY hinted that he thought 
Mrs. Easton's action had no prospect of success, but 
he feltthat Dr. Russevw’s affidavit constituted some 
evidence which a jury might deem to be in her favour. 
The history of this affidavit seems to have been as 
follows. Counsel for the defendant 
applving under Section 330 (2) to 
apparently quoted Dr. RusseL’s 


doctors, when 
Master JELPF, 
affidavit in the 
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Hume Spry case to the effect that it was not essential 
to have a physical examination of the person to be 
certified. The Master then asked that Dr, RussELL 
should make an affidavit as to the necessity of a 
physical examination in Mrs. Easton’s case. Dr. 
RussELL thus came to assert the series of physical 
examinations which he said should have been made. 
The pupil of the eye should have been examined—an 
ophthalmoscope employed to detect pressure on the 
brain—search made for tremor of the face, tongue, 
and hands—knee-jerks tested, and so on. What the 
Court of Appeal thought of these assertions we know. 
Lord Justice GREER said that, if it were literally true 
that there must be no certification without physical 
examination, then, even when an alleged lunatic 
came into a room with an open knife and attacked the 


two doctors and afterwards tried to kill himself, 
it would still be necessary, according to Dr. 


RUSSELL, that they should test his physical jerks 
before certifying him. Lord Justice SCRUTTON, as 
reported in our columns a fortnight ago, said that a 
doctor who comes to examine an alleged lunatic is not 
employed by the patient and has no authority to 
apply all these tests to which the patient would 
probably object strenuous';. He mentioned the 
case (which he had once tried at Exeter) of a lunatic 
who believed himself to be a member of the Royal 
Family, with special rights of punishing anybody 
with whom he disagreed. If the patient expressed 
such delusions, a careful doctor (provided that he 
were satisfied that the patient was not playing him 
a joke) would be entitled to deem him of unsound 
mind without further examination. 

The upshot of the Court of Appeal’s decision is to 
furnish valuable first aid towards the relief of a certify- 
ing doctor from legal liability. But everything will 
depend upon the evidence which the doctor will be 
able to produce on an application under Section 330 (2), 
when he asks the Court to stop the plaintiff's action. 
He should put himself in a position to prove, for 
example, so small a matter as the length of his examin- 
ation; by noting down the time taken he may be 
able afterwards to refute the usual allegation by the 
patient that the examination was casual and _ per- 
functory and that * he only looked at me for a couple 
of minutes.” And the doctor should bear in mind 
the value of corroboration. All this precaution adds 
hew worries to the never very welcome duty of 
certifying. But it may save trouble in the end with 
the law as it is. 


& 
> 





AN EAST AFRICAN MEDICAL RESEARCH 
FUND. 


In the 200,000 square miles over which are scattered 
the native reserves of Kenya there live 2,500,000 
Africans, poor, illiterate, destitute even of such 
household furniture as a bed, and usually without 
clothing. Not less than 1,000,000 of them are con- 
stantly suffering from malaria, and probably not more 
than a score are within reach of a medical man. Their 
malarial index is, in places, as high as 80 per cent., 
and certain of them pass from their reserves to work 
on farms, roads, railways, and in towns, where they 
generously spread their infection to European and 
Asiatic non-immune immigrants. These Africans 
formed the core of the problem which confronted 
Colonel 8. P. JAMgEs, the advisor on Tropical Diseases 
to the Ministry of Health, when he was deputed to 
tour East Africa and report on the malaria position 
there, and the measures which could be taken to 
mitigate it. First of all, as he points out in a report 





now published,? he had to determine where a beginning 
should be made. Was the economic state of these 
people to be bettered, so that their health should be 
improved, or was the attack to be begun in the other 
direction ? He makes clear once again that there is 
no royal road to malaria control, but that the dest 
means of effecting this must be discovered afresh for 
all localities, for they vary with different conditions 
of climate and population. In the great area under 
discussion the measures needful for a direct attack on 
the malaria parasites in man and anopheles would be 
difficult and expensive, and their application would 
be beyond all available resources. Merely to envisage 
the task of screening the rough shelters of these 
people, of inducing the general use of mosquito nets, 
mosquito boots and quinine, and of applying anti- 
larval measures generally, is to be convinced of its 
futility. Economic progress must be made, and the 
native must be educated to realise the advantages he 
can get from the applications of medicine and hygiene 
before any real beginning can be made in the effort 
to stamp out malaria from the native reserves, and 
thus to eliminate a reservoir from which malaria is 
being widely diffused through Kenya.? This will be 
a long process, and no dramatic results can be looked 
for to cheer those who spend their lives in propaganda 
which will take. generations to soak in. 

Fortunately an indirect attack—or, in other words, 
the application of well-tried measures directed to pro- 
tect from malaria farms, railways, roads, and towns—is 
feasible and promising, but here again Colonel JAMEs 
insists that there is no short cut: even now much 
investigation in field and laboratory is needed before 
local antimalarial work can be used to the greatest 
advantage. The small technical staff required for 
this work, who might receive part of their training in 
India, includes a medical entomologist and an anti- 
malarial engineer; this team should, it is advised, 
continue and extend the work initiated by Colonel 
JamMEs—work which implicated Anopheles funestus and 
A. costalis as two of the local carriers ; and should keep 
in touch with the world’s malaria literature and with the 
technical experts of all the Government's departments 
whose activities may influence malarial incidence. 
Sound measures are advised to meet the special needs 
of certain sections of the community, but Colonel 
JAMES refuses to minimise the considerable difficulties 
involved. For instance, Colonel JAMES found that 
while in Uganda and parts of Rhodesia every- 
one who could afford it had a screened house, 
in Kenya hardly anyone seemed prepared to pay for 
this protection; and he cites a case where, in spite 
of nine attacks of blackwater fever between them, a 
farmer and his wife had been content to live for 
sixteen years in the same necessarily unscreened 
wattle and daub house. Not that sereening can be 
firmly trusted; inside all the screened houses of 
Government officials with whom he stayed Colonel 
JAMES caught mosquitoes, and it is specially significant 
that medical officers living in these same screened 
houses saw to it that they and their families wore 
mosquito boots after dark, and slept under curtains. 
Since then, whether from faulty workmanship or 
from the carelessness or laziness of servants, screened 
houses are not in practice mosquito-proof, it is only 
by incessant watchfulness that even Europeans can 
escape malaria until such time as steady, sanitary 

? Report on a visit to Kenya and Uganda to advise on anti- 
malarial measures. By &. P. James, I.M.S. (retd.), Advisor 
on Tropical Diseases to the Ministry of Health. Published by 
the Crown Agents for the Colonies, 4, Millbank, London, S.W. 1s. 

24 Government report on the public health of Kenva for 1928 
has just been published, and is reviewed on p. 113 of this issue. 


It provides some pertinent intelligence as to the malarial position 
existing during the year. 
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education of all races has done its slow work. 
Regarding towns, Colonel JAMES writes *“‘no anti- 
malarial scheme, based on measures to reduce mos- 
quitoes has ever been successful which did not include 
legislation to enforce the necessary measures.” 
fesearch and education working hand in hand hold 
promise for the future, but discipline must also play 
a part. 

For the furtherance of research the pattern advised 
is the Indian Research Fund Association, with its 
record of valuable work, its annual Government 
contribution of £33,000, and the aid given to it by 
donors from the general public, who thereby obtain 
the privilege of suggesting lines of investigation. The 


report advises the initiation of an ‘* East African 
Medical Research Fund,” with a yearly grant of 
£5000 from each of the Governments of Kenya, 


Uganda, and Tanganyika. The aggregate amount 
would suffice to maintain workers set apart for the 
sole study of malaria, and would thus provide for 
that intensive scientific campaign for which the PRINCE 
oF WALEs asked so earnestly in a speech delivered in 
Nairobi on Armistice Day, 1928. This speech made a 
profound impression in East Africa, and was clearly 
responsible for initiating the investigation from which 
Colonel JAMEs’s admirable report has emerged. Some 
local disappointment may be caused that no more 
concrete suggestions could be made. The lay public 
wearies of exhortations to spend money on research, 
when it would welcome a demand for a greater sum 
for a well-defined, simple scheme of engineering. But 
Colonel JAMES has spoken bravely and honestly, and 
no one who knows anything of endemic diseases will 
disagree that while our tropical lands can exchange 
experiences with advantage, each one has to work out 
for itself, in its own place, its own malarial problem. 


<> 
> 





DEPRESSION. 


THE comparison between DARWIN and FrReupD has 
recently been drawn afresh. In many respects the 
troubles of psychiatrists to-day do indeed resemble 
those of zoologists when Darwin had convinced them 
that their systematic zoology must be reconciled with 
the process of evolution. Great geniuses like 
KRAEPELIN had studied the end-products and 
described outstanding groups of mental symptoms, 
cutting, so to speak, transverse sections of mental 
disorder. Then 


came FREUD, insisting, as Sir 
FARQUHAR BuzzaRp pointed out in the Purvis 


Oration which we published last week, on a longi- 
tudinal section, wherein the evolution of these 
disorders could be traced from earliest childhood and 
before. This inevitably meant some confusion ; 
apparently related species were found to have very 
different origins, while offspring of one kind of 
psychological trauma might diverge to produce very 
different-looking diseases. Systematic psychiatrists 
are still struggling with the reorganisation of their 
classification, and the general practitioner may well 
feel helpless and bewildered when he is called upon 
to deal, practically and promptly, with the end- 
products. Suitable treatment for one kind of mental 
disorder may be the worst thing in the world for 
another kind which closely resembles it, and two 


apparently similar cases call for widely differing 
prognoses. 


Commonest of all symptomatic groups is that which 
may be vaguely called ** depression.” Hardly a day 
passes but the practitioner meets a patient who 
complains of lack of enthusiasm and vitality. The 
doctor has to decide, perhaps quite promptly, whether 





the case calls for a tonic, a digestive, a search for focal 
sepsis, a cheery reassurance, a pathological examina 
tion, a psychological analysis, a rest, or a certificate 
under the Lunacy Acts. He has also to struggle 
against the almost overwhelming temptation to 
make a meaningless diagnosis of “a bit liverish ”’ 
or, a8 Sir FARQUHAR BUZZARD suggests, ‘‘ neuras- 
thenia ’’—a diagnosis which will very likely satisfy the 
patient but can never satisfy the professional con- 
science. He owes a real debt of gratitude to those 
leaders who, like Sir FARQUHAR, try to differentiate 
for him the different types of mental case in language 
free from technicalities. From the “dump” of 
neurasthenia Sir FARQUHAR draws out two distinct 
groups, the anxiety state and the manic-depressive 
state. Some of his readers may be troubled by a 
suspicion that the problem is not quite so simple as 
they are here led to believe, but most will be more than 
grateful for guidance in the distinction of types of 
depression which require fundamentally different 
treatment. An important fact not taught in the 
medical schools until quite recent times is that there 
are far more manic-depressives outside than inside 
mental hospitals. It may not be wise to admit to the 
patient that his depression, though it may have been 
precipitated by some external cause, is really only 
the reverse picture of his own buoyant self-confidence 
and that in time the cycle will be re-established. 
But it can do no harm to dissuade his friends from 


attempts to brace and activate a mind whose 
depression increases after effort and whose chief 
symptom may be an abnormal fatiguability. A 


practitioner who has grasped the distinction insisted 
on by Sir FARQUHAR has at least his mind open to 
the study of one of the commonest and most 
distressing maladies he will meet, and has put himself 
in a position to help both the patient and his friends. 

Dr. R. D. GILLespre from his experience at the 
Cassel Hospital has also been trying to differentiate 
various types of depression,’ and distinguishes three 
classes: the reactive, the autonomous, and the 
involutional. In the first group he puts those who 
are susceptible to environmental influences, both 
internal and external, and whose illness seems to have 
been precipitated by some obvious external cause, such 
as sickness, bereavement, or business difficulties. The 
autonomous group is a mixed one, including depres- 
sions which appear as part of the splitting-up of a 
personality (schizophrenic ), those which are part of the 
direct development of a personality, and those which 
appear as a phase in a mood-cycle (manic-depressive). 
In this last group the condition varies little if ‘at all 
in response to intercurrent stimuli, and a tendency 
to self-accusation is much more often found here than 
in the reactive group, whose victims generally blame 
their environment. Dr, GILLEsPIE thinks that the 
presence or absence of reactivity is likely to be the 
most useful sign in indicating prognosis and treat- 
ment, although he admits that no one sign can ever 
be a touchstone. The prognosis is much better for the 
reactive than for the autonomous, and only the 
reactive are at all accessible to psychotherapy. 
Another effort in the same direction is that of Dr. 
MARJORIE FRANKLIN? who distinguishes psychoses, 
psychoneuroses, and character-formations. She 
approaches them from the evolutionary point of view 
and characterises the psychoses as those conditions in 
which the fixation is at a low—first and second oral or 
first anal—stage, the object relationship auto-erotice or 
narcissistic, destructive impulses strong and ego 
changes predominant. In other words, the psychotic 


' Guy’s Hospital Reports, 1929, Ixxix., 306. 
? Journal of Mental Science 1929, lxxv., 671. 
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ego is so changed that it will tolerate uncritically or 
fail to recognise as arising from itself the repressed 
impulses and phantasies. In the psychoneurotic 
states the fixation is on a higher level—second anal, 
phallic, or genital—the destructive impulses and 
narcissism less marked and the changes predominant— 
i.e., the repressed material returns in a distorted form 
which is acceptable to the ego. In character-forma- 
tions the trouble is more diffuse, resembling a toxemia 
rather than an abscess ; the patient is in much closer 
contact with reality and tends to work off his conflicts 
by outward behaviour. Dr. FRANKLIN refrains from 
emphasising diagnostic points, admitting that diagnosis 
must be based on a clinical sense and an observation 
of what is, rather than a tracing of how it arose. 

The practitioner is not always able to learn much 
from these careful studies. Dr. FRANKLIN speaks 
in a tongue so specialised, as is necessary, that few 
can profit from her guidance. Dr. GILLESPIE’S 
differentiation of depressive states is not easily 
followed by those unfamiliar with the language of 
modern psychiatry. These two workers and many 
others are recording their experiences for the expert 
to interpret and criticise. Doubtless they hold 
that the time for simplification is not yet. It is 
true that a great deal more patient and laborious 
investigation is necessary before the practitioner 
can expect any handy diagnostic chart to help 
him in differentiating his depressed patients. Only 
those who have had long and intensive experience of 
mental disorders can make reliable diagnoses and 
indicate the best treatment, and even they are 
liable to a wide margin of error. Sir FARQUHAR 
BuzzaRD is not addressing experts. He speaks 
to those whose training in psychical disorders 
has been far outstripped by their training in 
physical ones. His teaching is the more valuable 
because it comes from one who is known to be 


a physician with a special bias towards organic 


neurology. If the practitioner will adopt as a 
preliminary working rule the simple distinction he 
draws, the unfortunates whose mental state is not 
amenable to brisk encouragement ahd arises from 
no preventable or curable lack of adjustment to 
environment will be saved from the whip that 
jocular friends can wield. The anxious, on the other 
hand, will not be left to brood in solitude but will be 
helped to believe in their own fitness to shoulder 
their burdens. 


FELLOWSHIP OF MEDICINE AND PostT-GRADUATE 
MEDICAL ASSOCIATION.—An all-day special course in 
Diseases of Children will be held at the Queen’s Hospital 
from Jan. 13th to 25th. This hospital specialises in teaching 
by demonstration rather than by lecture. From Jan. 27th 
to Feb. 8th an intensive course in medicine, surgery, and the 
specialties will be held at the North-East London Post- 
Graduate College (Prince of Wales’s Hospital, Tottenham, 
N.) from 10.30 A.M. to 5.30 P.M. daily. Members of the 
Fellowship not taking the whole course are invited to the 
formal clinical lectures at 4.30 P.M. On Jan, 2Ist the 
Fellowship will start a new series of lectures at the Medical 
Society of London’s lecture room. The lectures will be 
given at 4 P.M. on Tuesdays and are free to members of the 
medical profession. (It is to be noted that their day and 
hour has been altered.) Detailed syllabuses of these courses 
and lectures may be had on application, as also of the new 
series of clinical demonstrations in medicine and surgery, 
beginning on Jan. 23rd, at various London _hospitais. 
Besides the special courses arranged for 1930 the Fellowship 
arranges a general course consisting of the clinical practice 
of its associated hospitals, Ticket-holders are provided with 
a programme which sets out the names of the clinics under 
subject headings, leaving them free to make out a time-table 
in accordance with their requirements. Tickets are issued for 
periods ranging from a week to a year. Arrangements can 
also be made for part-time work. 





Annotations. 


“Ne quid nimis.” 


NATIONAL HEALTH INSURANCE: TWO POINTS 
OF VIEW. 

THE French Academy of Medicine, at their séance 
on Dec. 3rd last, received two important communica- 
tions on national health insurance which are of special 
interest at the present time in view of the recent 
legislation making health insurance compulsory 
throughout France. The first, that of M. Paul 
Strauss, ** Les bienfaits des Assurances sociales pour 
la Santé publique,”’ placed compulsory insurance in 
a very favourable light, while in the second, that of 
M. Weiss, Dean of the Strasburg Medical School, 
‘Les dangers de l’Assurance contre la Maladie,” 
a strongly opposed view was taken. The two 
communications and the discussion that followed 
make interesting reading for those who are concerned 
with health insurance in this country. 

M. Strauss contended that during the many years 
that the system of compulsory health insurance had 
been working in Germany (and Alsace-Lorraine) 
the criticisms directed against it had dealt with 
details only, and that the beneficial effect of the 
system on the public health had never been questioned 
by any well-informed hygiéniste. The attack of 
Dr. Liek, whose book has recently been translated 
into French by M. Weiss under the title ‘* Les méfaits 
des Assurances Sociales et les moyens d’y remédier,”’ 
and that of Prof. Eppinger, which was communicated 
to the Academy on Oct. 22nd by MM. Merklen 
and Wolff, can he regarded as of individual character, 
representing nothing more than isolated opinions. 
Against them he placed the fact that 85 per cent. of 
the doctors in Germany were in the service of the 
insurance societies (AKrankenkassen), and that the 
organised body of the German medical profession, 
at their congress at Essen in June, 1929, while 
contending that insurance administration should 
be amended—particularly by the general recognition 
of the principle of free choice of doctor and the 
removal of restrictions on entrance into insurance 
practice—had nevertheless recorded their view that 
the insurance system is indispensable to the German 
people. M. Strauss referred to the three monu- 
mental studies of national health insurance published 
in 1928 by the _ International Labour Offic>, 
and claimed that these documents showed that the 
German insurance societies had developed into potent 
agencies for the promotion of public health. At 
first chiefly concerned with administering cash benefits, 
they were now providing general practitioner, 
specialist and hospital treatment on an extensive 
scale, not only for the insured population but also 
for their dependents, and were to a rapidly increasing 
extent developing measures of prevention. He 
contended that the improvements in public health 
in Germany that had been secured during recent 
years were largely due to these organisations, and 
he gave statistics which he thought told strongly in 
favour of this view. 

M. Strauss was followed by M. Weiss, who took up 
acontrary position. He also had recourse to statistics, 
and quoted figures which, he held, showed that in certain 
important matters—e.g., the prevention of infant 
mortality and of tuberculosis—Germany with her 
insurance system had lately fallen behind France and 
the United States, where (apart from  Alsace- 
Lorraine) there was as yet no compulsory insurance 
actually in operation. He thought, however, that 
the value of a national insurance system could not be 
estimated by statistics, but only by a close study on 
the spot of the actual working of the system, and of 
its influence on the patients, the medical profession, 
and the public health. For years he had studied the 
system in Alsace, and he had been compelled by the 
facts to take the view that its influence on all three 
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had been harmful. The vast sums expended by the 
insurance societies would, he said, have been far 
better employed in developing the services of public 
hygiene, in which lay the surest hope of health progress. 
The treatment given to insured patients was, he 
found, often open to criticism, partly owing to the 
interference of the insurance societies with the 
discretion of the doctors, of which he gave examples. 
What. however, gave him most concern was, as he 
considered it, the degrading effect of the insurance 
system on the morale and efficiency of the medical 
profession. It began among the students, who, 
knowing that insurance practice will be open to them 
after qualification, hasten to obtain their diplomas 
with the minimum of study instead of taking the 
fullest advantage of the facilities offered them to 
equip themselves with the skill and knowledge by 
which alone they can become worthy of their vocation. 
Entered upon insurance practice, the doctor was 
under great temptation to scamp his work, and in 
particular to yield to the importunities of patients 
to issue certificates of incapacity without sufficient 
justification. The medical profession was being 
divided into two classes—private practitioners and 
the doctors in the employ of the insurance societies, 
and its prestige had been seriously lowered in public 
estimation. He viewed the effect of the insurance 
system on the medical profession with grave concern. 

It would seem that M. Strauss has painted too 
bright and M. Weiss too dark a picture. On the 
one hand, it can hardly be doubted that the past 
conflicts between the German Krankenkassen and the 
doctors have not enhanced the credit or the 
efficiency of the German insurance system, and there 
are those who hold that the activities of the Kranken- 
kassen have encroached upon the field of the public 
health authorities, with consequent overlapping and 
waste of effort—shortly, that the work of the two 
sets of organisations stands much in need of coérdina- 
tion. On the other hand, it is difficult to accept the 
pessimistic view taken by M. Weiss. In every 
profession there are individuals who fail to reach a 
proper standard of professional conduct, and the 
instances given by M. Weiss seem to afford an 
insufficient basis for his general indictment of the 
insurance system. It is curious that on neither side 
was any reference made to the British system of 
national health insurance, in the administration 
of which, especially in the disciplinary procedure, 
the medical profession takes a prominent part. The 
amendments of insurance administration for which 
the German doctors have long been contending have 
for the most part been embodied in the British system 
since its inception, and M. Weiss and those of his 
colleagues who share his forebodings might with 
advantage devote some attention to the conditions 
under which insurance practitioners are working in 
this country. 


THE DICK TEST IN MANCHURIA. 


IN another column we publish an abridged account 
of recent observations on scarlet fever carried out at 
the Japanese Isolation Hospital, Dairen, by Dr. 
T. Toyoda and his colleagues. This work will not fail 
to attract interest in this country, since most of the 
difficulties which have been met with by British 
workers are recorded and discussed. For example, 
from general principles and from analogy with the 
Schick test it would be expected that all patients in 
the initial stages of scarlet fever should be Dick- 
positive. In the early history of the Dick test it 
was at one time thought that all patients in the 
later stages of convalescence should be Dick-negative, 
but in recent work this has not been observed in any 
large series of cases even where great care has been 
taken in adjusting the Dick dose. In a series of tests 
recorded by C. C. Okelland H. J. Parish,' 18 per cent. 
of late convalescents were Dick-positive and 65 per 
cent. of medical students with a convincing past 
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history of scarlet fever were Dick-positive ; though, 
if the incidence of relapses and second attacks is 
considered, it is almost certain that the majority of 
these Dick-positive persons were not susceptible to 
the disease. Toyoda and his colleagues found 15 per 
cent. of convalescent patients and 25-4 per cent. of 
persons with a past history of scarlet fever to be 
Dick-positive. 

In order to explain these and other difficulties 
K. Ando,? also working in Dairen, has made a careful 
study of the cohstitution of Dick toxin. He believes 
that he can separate the toxin into a heat-labile and 
a heat-stable constituent. The former appears to 
have the properties of scarlet fever toxin proper, 
the latter to have certain allergic properties which 
are held to account for the majority of difficulties 
met with in interpretating the Dick test. What the 
relationship is of these two fractions to the nucleo- 
protein and the carbohydrate substance described by 
O. T. Avery and M. Heidelberger, H. Zinsser and his 
associates, and R. C. Lancefield in connexion with the 
cell constitution of bacteria, further investigations 
will no doubt show. Toyoda and his colleagues 
have found that individuals with a positive Dick test 
may have enough antitoxin in their serum to blanch 
a scarlet fever rash when used in the Schultz-Charlton 
test. They find that such individuals are sensitive to 
the heat-stable but not the heat-labile constituent. 
They comment on the known difficulties of obtaining 
complete neutralisation when mixtures of Dick toxin 
and antitoxin are injected into certain people. When 
the heat-labile constituent alone was used the number 
of Dick-positive patients in late convalescence was 
materially reduced. Pseudo-reactions are ascribed to 
the heat-stable constituent ; they are, however, so 
rare with the toxin preparation used in this country 
that it is doubtful if the explanation of Ando and 
Toyoda can be held to account for the difficulties of 
interpretation which are met with by workers with the 
Dick test here and elsewhere. 

The Japanese workers have brought forward a 
carefully documented report which confirms’ in 
general the experience of most modern workers on 
scarlet fever. They consider the hemolytic strepto- 
coccus to be the sole #tiological agent in scarlet fever, 
that the Dick test is a valuable guide to susceptibility 
even in its present form, and that antitoxin is of 
great value in the treatment of the disease. By their 
analysis of the active constituents of Dick toxin 
they have opened up a field of inquiry which can 
hardly fail to arouse general interest and which may 
possibly lead to considerable practical improvements 
in the Dick test. 


INTERNAL DERANGEMENTS OF THE 
KNEE-JOINT. 


IN a report * presented to the annual congress of 
the Swiss Surgical Society Dr. Raoul Hoffmann, 
of Geneva, discusses the relation between injuries of 
the semilunar fibro-cartilages and arthritis deformans. 
His figures are drawn from the records of the Swiss 
assurance institutions, and the value of the provisional 
conclusions is much reduced because the patients 
were insured and were not in a hurry to get well, 
and because the operations were done by surgeons of 
very diverse technique. Moreover, he is unable to 
say from the available ©’ istics what is the relative 
frequency of arthritis .eformans in knees operated 
upon, as compared with those treated without opera- 
tion. His personal experience suggests that other 
lesions associated with rupture of a meniscus play an 
important part in producing arthritis. ‘The second and 
by far the greater part of his report, however, deals 
with the surgery of menisciin England. This, he says, 
is remarkable—for its quality doubtless, but. still 
more for quantity—since individual operators have 
two or three thousand arthrotomies for meniscal 
lesions to their credit. The English technique is 


* Jour. Immunol., 1929, xvii., 361. 
* Schweiz. med. Woch., Dec. 7th, p. 1271. 
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long-established, so that specialists have scarcely 
changed it during thirty years; yet statistical studies 
are scarce, possibly because the operation has become 
so firmly grounded as to need no more discussion. 
Dr. Hoffmann made a special visit to this ‘‘ Holy 
Land of internal derangement of the knees’’ last 
spring when he spent a fortnight interviewing surgeons 
and studying their work in London and Newcastle- 
on-Tyne and, doubtless, Liverpool. His conclusions, 
which are obviously intended for Swiss and not for 
British readers, are sufficiently complimentary to 
our surgical self-respect, but it is unnecessary to follow 
him into details which will largely be familiar. His 
researches at home and abroad lead him to say that 
arthritis deformans cannot be always avoided after 
operation; that the more perfect the operation 
the less is the risk ; that complications such as foreign 


bodies (implying previous inflammation) greatly 
worsen the prognosis; and that the patient’s 


susceptibility is an important factor. He is disposed 
to lay stress on the views of Leriche, who holds that 
trauma unfavourably affects the sympathetic innerva- 
tion of a joint and that through the action of this 
system arthritis may supervene even when an 
operation has been conducted with perfect technique 
and for an uncomplicated cartilage lesion. Finally, 
Dr. Hoffmann concludes that meniscotomy, notwith- 
standing its present imperfections, is justifiable and 
often necessary, for in the great majority of cases its 
benefits much outweigh its drawbacks. This is a 
conclusion which many surgeons in this country will 
consider almost pessimistic. In the absence of 
knowledge of the frequency of arthritis deformans in 
knees whose semilunar cartilages have not suffered 
known injury, and on which no operations have 
been performed, it seems impossible to decide in any 
given case whether arthritis when it supervenes on 
meniscotomy is or is not caused by the surgeon’s 
intervention. 


EFFECT OF LIVER ON NERVOUS LESIONS OF 
PERNICIOUS ANAMIA. 


WHEN liver diet was introduced for pernicious 
anemia it was hoped that the nervous manifestations 
of the disease would respond to the treatment. 
Exactly how far they do so is still doubtful, for the 
reports are somewhat contradictory. C. C. Ungley 
and M. M. Suzman! have investigated the histories of 
61 patients showing nervous symptoms ; 30 of them 
had received a diet containing large amounts of liver 
while the other 31 had not. In the first group 17 had 
improved and 5 had died, whilst in the second group 
none had improved and 28 had died. These writers 
think that the benefit was due rather to some specific 
effect of the liver than to mere improvement in the 
blood count and general condition ; they suggest that 
pernicious anzmia is probably a deficiency disease in 
which constitution plays a large part. 

But the good results they record are not consistent 
with the usual experience. Thus Hans Curschmann? 
gocs so far as to say that he has not yet seen a single 
case of pernicious anemia in which the spinal 
symptoms were definitely improved by liver. Many, 
indeed, had actually deteriorated under this treatment, 
and Curschmann lays stress on its ineffectiveness 
even in those cases in which the blood changes are 
but slight. It is clear, he says, that the nervous 
lesions may actually get worse after the blood picture 
has returned to normal and the condition has otherwise 
improved. In a review of the subject which was 
published not long ago in our own columns?® Dr. 
Douglas McAlpine noted this same fact and pointed 
out that it is the spastic type of degeneration which 
most particularly progresses in spite of treatment. 
Of his 11 cases only four made slight improvement 
whilst four became definitely worse. He observed 
some benefit upon mild mental symptoms from the 
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action of liver diet and some lessening of parasthesias 
but found no appreciable change in the reflexes. He 
concluded that the effects of liver treatment upon the 
nervous symptoms are variable, and that it does not 
directly combat the neurotoxin which is at work. 
Curschmann also supports the original theory of 
Minnich that the myelitis and the anemia are brought 
about by a common toxin which in one case affects 
especially the blood, in another the spinal cord, and in 
a third the two together. Thus the cord symptoms may 
be present even before any detectable evidence of 
anemia is present—a fact which bears against the 
theory that the anzwmia itself leads to a nutritional 
disorder of the spinal cord. Moreover, the severest 
forms of secondary anzmia are only very rarely 
associated with nervous complications, whereas they 
are a common accompaniment of pernicious anzmia. 
And the patients in whom mental changes were noted 
by McAlpine had none of them a red cell count below 
3,500,000, Ungley and Suzman, however, consider 
that with improvement in the blood picture the cord 
changes may so regress as to show that they are not 
necessarily permanent. 

There can be no doubt of the persistence of achylia 
gastrica under liver treatment, and it certainly seems 
as though liver therapy was largely symptomatic and 
not directed towards the actual cause in this disease. 


In THE LANCET of Jan. 4th (p. 22) Dr. A. C, 
Hampson reported a case which seems to be 
entirely refractory to liver treatment and some 
observers think that the number of more or less 


refractory cases is increasing. On the other hand, 
many patients have been able to omit the diet without 
any apparent relapses. Further research will probably 
prove that something more than a simple dietetic 
deficiency is at the root of the complex syndrome 
of glossitis-achylia-pernicious anemia-degeneration of 
the spinal cord. Truly radical therapy is likely to 
take the form of eradication of some provocative 
toxin—perhaps from focal sepsis—rather than the 
removal for symptoms by the use of liver. 


OBSTRUCTION OF THE CENTRAL ARTERY 
OF THE RETINA. 


CasEs of sudden blindness in one eye are far less 
common than the histories given by patients would lead 
one to suppose. One of the most frequent causes of 
such a symptom is the sudden stopping of the vascular 
supply of the retina. The ophthalmoscopic picture 
is characteristic when the patient is seen within the 
first few weeks after the onset of blindness. Besides 
the noticeable diminution of the size of the blood 
stream in the retinal arteries, and the almost com- 
plete cessation of the circulation (shown by the 
impossibility of producing pulsation by pressure), there 
is an unmistakeable cherry-red spot at the macula, 
due to edema of the surrounding retina. Following 
von Graefe, who first made the diagnosis in 1859, 
the older text-books always speak of the condition 
as ‘“‘embolism of the central artery of the retina.” 
For many years it has been well recognised that not 
all these cases are due to embolism. Primary 
thrombosis has been suggested as the cause in cases 
where there were prodromal attacks of temporary 
obscuration of vision. For the last 30 years or so 
much stress has been laid on disease of the inner 
coat of the artery—* endarteritis obliterans ’’—as a 
possible cause of the obstruction, according to some 
authorities by far the most usual cause. The possi- 
bility that muscular spasm of the arterial wall occurs 
and lasts long enough to cause death of the ganglion 
cells supplied by the artery must also be considered. 
Many cases have been recorded in which actual con- 
traction and subsequent relaxation of the retinal 
arteries have been observed with the aid of the ophthal- 
moscope, and it must be remembered that spasm, 
besides being a primary cause, might be secondary 
to an embolus or thrombus. In the November 
number of the British Journal of Ophthalmology 
H. V. Coverdale publishes a study of 11 cases of 
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which came under his notice last 
year when he was house surgeon at Moorfields, 
Eight of these patients had valvular disease of the 
heart, a circumstance that points to embolism as 
the cause of their eye lesion. In one case there was 
definite proof of embolism, so far as ophthalmoscopic 
examination can prove anything, for an obstructive 
white mass seen at the bifurcation of the artery on 
the disc was definitely observed to move on into a 
peripheral artery as the result of vigorous massage 
and the administration of nitrite of amyl, given 
within three hours of the onset of blindness. Patho- 
logical proof of the occurrence of this phenomenon 
has been afforded in rare cases where the patient 
has died within a few days of the onset of blindness, 
and the eye was examined before secondary «'.anges 
made impossible any distinction between ¢.ubolism 
and thrombosis.' The proof that embolism is at any 
rate one cause of the condition may be considered 
complete. As much may be said for endarteritis, 
when the inner coat of the artery gradually becomes 
thickened till the blood stream becomes so tenuous 
that a slight diminution in the pressure from behind 
is sufficient to stop the stream altogether. In these 
cases and in those due to primary spasm prodromal 
attacks generally precede the onset of blindness. 

A further matter discussed in Mr. Coverdale’s 
paper is the reason why the stoppage of the circula- 
tion in these cases is seldom absolutely complete. 
In some cases the papillo-macular triangle is supplied 
either by an obvious cilio-retinal artery or by one 
arising from the central artery on the proximal side 
of the spot occupied by the plug. Apart from these 
cases there is evidence that a certain amount of 
capillary anastomosis occurs between the capillaries 
in the immediate neighbourhood of the disc and 
those derived from the choroidal circulation. It is 
possible that there may be a similar capillary 
anastomosis between the capillaries at the extreme 
periphery of the retina and those derived from the 
anterior ciliary vessels. Mr. Coverdale suggests that 
even without any capillary anastomosis there may be 
collateral vessels from the ciliary circulation in the 
neighbourhood of the disc, too minute to be detected 
with the ophthalmoscope. The nourishment derived 
from this very attenuated blood-supply is, however, 
so small that it is never sufficient to maintain the 
vitality of the ganglion cells, which die very shortly 
after their blood-supply is cut off. This explains the 
futility of any treatment in these cases after the first 
few hours. In the case already mentioned, where 
the attempt to move on the plug from the main 
artery to a peripheral one by means of massage and 
amy] nitrite, was successful, it was too late to restore 
the function of the retinal cells. When the patient 
has recovered from one or more short periods of 
temporary blindness in one eye, the treatment 
resolves itself into effort to prevent further disease 
of the vascular walls or of the nervous mechanism 
controlling them. 


INSURANCE AND MATERIAL FACTS. 


PERSONS who take out a policy of insurance are 
often puzzled to know how much information they 
should volunteer in answering the questions on the 
proposal form. They are probably aware that the 
law regards a contract of insurance as one in which 
the utmost good faith is essential. If there has been 
any concealment or misrepresentation of a material 
fact the contract becomes void. But it is not easy 
to know what facts the law will deem to be material. 
The answer depends on what a jury (or a judge 
exercising the functions of a jury) thinks as to whether 
the matter concealed or misrepresented would have 
influenced the mind of a reasonable and prudent 
insurer in the direction of either accepting or declining 
the risk. The point is neatly illustrated by a recent 
case in the Manchester County Court, reported in the 
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Solicitors’ Journal. A motorist had had two accidents 
through sudden illness causing him to lose control of 
his car. He claimed under his insurance policy, but it 
came to the knowledge of the insurance company 
that, since the war, he had occasionally suffered from 
attacks of biliousness which incapacitated him for the 
space of about an hour. His proposal form had 
included a question asking whether he or his chauffeur 
suffered from any physical infirmity ; to this he had 
answered in the negative. The insurance company, 
regarding this as the non-disclosure of a material fact, 
sued him for the repayment of £56. The motorist 
explained that. when filling up the proposal form, he 
had not thought it necessary to mention the bilious 
attacks; he assumed that “ physical infirmity ”’ 
meant physical disability such as the loss of a limb : 
he said that, if he had been asked about his general 
health, he would have told the company about the 
biliousness though he regarded it as trivial at the time. 
The court held that the motorist’s answer on the 
proposal form had been a true one. He had never 
suffered from these attacks until he left the army ; he 
had had only four such attacks before signing the 
proposal form; it was seven years between the last 
attack and the date of the signature. The plaintiff 
company. the judge said, had not proved its case, 
but had been right to raise the issue which was a 
matter of public importance : there was a danger of 
proposal forms being too carelessly filled up, and also 
a danger of persons driving who were liable to lose 
control through no fault of their own. In our view 
an insurance company may be pardoned for regarding 
as a material fact a motorist’s peculiar liability to 
sudden incapacitating illness. The learned judge, 
however, took a different view. As his decision is a 
decision on a question of fact, it is the more difficult to 
upset on appeal. 


CHEMICAL BLOOD CHANGES IN ILEUS. 


THE cause of death in ileus has long been debated. 
In a recent paper! Rudolf Brandberg traces the 
growth of the view that in experimental strangulation 
of the intestine death is due to intoxication from 
gangrenous bowel tissue alone or in conjunction with 
peritonitis. He notes that increasing support has 
lately been given to the theory that the chief lethal 
factor, at least in high obstruction where serious 
damage to the wall of the intestine is absent, lies in 
the loss of mineral substances and fluid. The idea 
underlying this theory is that the secretions discharged 
into the upper portion of the alimentary canal cannot 
be reabsorbed, and so are lost to the body. The 
normal amount of fluid excreted daily into the upper 
portion of the alimentary tract and reabsorbed in 
the lower is estimated to be equivalent in volume to 
the total amount of blood and lymph in the body, so 
that in high obstruction the mineral and fluid loss 
might be very great. These losses lead to chemical 
changes in the blood, particularly a reduction of 
chlorides, chiefly through loss of gastric juice, and an 
increase of non-protein nitrogen produced by loss of 
fluid. A series of experiments in rabbits have led 
Dr. Brandberg to favour this hypothesis. Animals 
with simple obstruction of the upper gastro-intestinal 
tract die very soon, and show at autopsy no important 
changes besides distension of the intestines above the 
obstruction. Examination of the blood between the 
time of operation and death shows a progressive fall 
in the blood chlorides and rise in the non-protein 
nitrogen, which changes coincide with extensive 
fluid and mineral loss. In pyloric obstruction copious 
quantities of chlorides are lost (about 600 mg.), but 
only small amounts of fixed alkalies (100 mg... When 
the obstruction is just below the entrance  — the bile 
and pancreatic ducts, the chloride loss is increased by 
barely 50 per cent.. while the loss of fixed alkali rises 
to seven times the previous amount. This is probably 
the explanation of the old observation that obstruction 
at this point is most rapidly fatal. ‘Towards the 
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lower end of the small intestine obstruction causes 
much less fluid loss, because a certain area for reabsorp- 
tion is available. Obstruction of the large intestine 
does not result in any appreciable loss of fluid or 
mineral substance, but all the animals were found at 
autopsy to have peritonitis arising from gangrene due 
to over-distension of the large intestine. 

Dr. Brandberg has also investigated the blood 
chlorides and non-protein nitrogen in 36 cases of 
human ileus. Three cases of ileus of the stomach and 
duodenum showed on the third or fourth day of the 
disease a distinct non-protein nitrogen rise and chloride 
reduction. In 13 cases of obstruction of the small 
intestine a non-protein nitrogen rise could be demon- 
strated after two days, in 16 cases of strangulated 
hernia containing small intestine the non-protein 
nitrogen rise did not usually appear until the fourth 
day: in none of these 29 cases could any definite 
chloride reduction be demonstrated. In four cases 
of obstruction of the large intestine no blood changes 
occurred even after several days. The author 
emphasises the importance of knowing that in high 
intestinal obstruction a high non-protein nitrogen 
may be found in the blood so that an unjustifiable 
diagnosis of renal disease may be avoided. He does 
not contend that clinical examination of the blood is 
of much use in the diagnosis of intestinal obstruction, 
because the diagnosis should mostly have been made 
before these changes occur. The same changes may 
be manifest when either chloride or fluid is lost from 
other causes than obstruction. He suggests, however, 
that variations in non-protein nitrogen and in chlorides 
mav have value in showing whether an obstruction 
has been successfully relieved at operation, for if 
continuity of the lumen has been re-established 
the biochemical abnormalities disappear; otherwise 
they become more pronounced. These investigations 
give additional justification for the subcutaneous 
administration of sodium chloride solution in intes- 
tinal obstruction, and indicate that larger quantities 
than are usually given might be tried. 


BIOLOGICAL DIAGNOSI8 OF PREGNANCY. 

INQUIRIES have reached us from practitioners 
anxious to know where they can send specimens of 
urine for diagnosis of pregnancy, since the Zondek- 
Aschheim test is not yet at the stage where clinical 
pathologists accept material for investigation as part 
of their routine work. We understand that Dr. 
Dickens and Mr. Allan, who recorded a high percen- 
tage of informative results in last week’s LANCET, 
do not undertake private work. However, we would 
recall to our readers a request made by Prof. F. A. E. 
Crew in THE LANCET of March 30th, 1929, for speci- 
mens for diagnosis. His requirements are 2 oz. of 
fresh morning urine in a chemically clean bottle 
enclosed in a package that will withstand the dangers 
of the journey and accompanied by the following 
information : Date of last menstrual period ; parity : 
menstrual history: history of any severe medical 
disturbances. To cover the cost of the mice a charge 
of 5s. for private cases and 1s. 6d. for institutional 
cases is made; a postal order should therefore be 
enclosed in the package, which should be addressed 
to the Pregnancy Diagnosis Station, The University, 
King’s Buildings, Edinburgh. 


THE BRIGHTON EPIDEMIC. 


THE people of Brighton and Hove have been 
suffering for some weeks from a distressing epidemic 
of sore-throats, which is now happily abating. The 
clinical course and the pathological features in typical 
and atypical cases are detailed by Dr. O. Wilber- 
force and Dr. Mary Leslie-Smith on another page. 
The onset has generally been sudden, with a tempera- 
ture of 100° F. to 103° F., pain and swelling of the 
tonsils and cervical glands, and intense headache. 
Relapses after four or five days of normal temperature 
have been frequent. Fortunately chest complications 








have not been a feature of the epidemic. A heavy 
growth of a long chained hemolytic streptococcus has 
been obtained in nearly pure culture from the throats 
of many of the victims, from peritoneal and empyema 
fluids, from the blood, and from a suppurating phle- 
bitis. The search for the cause of the epidemic has 
been made by medical officers sent for the purpose 
by the Ministry of Health, working in codperation 
with Dr. Rutherford Cramb, deputy medical officer 
of health for Brighton, and Dr. A. Griffith, medical 
officer of health for Hove. Dr. Cramb and Dr. 
Griffith stated on Jan. 5th that inquiry had been 
made into all probable causes, including the milk- 
supply. These pointed to the milk-supply from one 
dairy being infected. By examination of the milk 
from each farm serving milk to this dairy the infec- 
tion was traced to a farm about 15 miles away. The 
milk from this farm was stopped on Dec. 28th. 
Since this statement was issued medical ofticers from 
the Ministry of Health have been endeavouring to 
trace the source of infection at the farm and the way 
in which the milk became contaminated. Swabs 
have been taken from individuals working at the 
farm and from cows, and the results should be known 
shortly. Meanwhile no fresh cases have been reported 
except among those in contact with sick people, and 
there is good ground for the hope that no more will 
occur, 


AN CESTRUS-PRODUCING HORMONE 
IN CRYSTALLINE FORM. 

FURTHER details of the new crystalline cstrus- 
producing hormone, whose isolation was noted by 
our Berlin correspondent last week, have now reached 
us. E. A. Doisy, at the Thirteenth Physiological 
Congress at Boston (August. 1929), briefly announced 
the preparation of a crystalline substance from the 
urine of pregnant women, of which about one-eight 
millionth of a gramme constituted one mouse unit. 
Now Dr. A. Butenandt, working in the Chemical 
Laboratory at G6ttingen University. of which Prof. 
Windaus is director, gives some preliminary details 
of researches which have led to a similar result.'! The 
full chemical and physiological work will follow in 
a forthcoming publication, but sufficient informa- 
tion is now available to show that the work is 
of great interest. The material from which the 
first start was made was a crude oil commercially 
prepared from urine of pregnancy, which had an 
average activity of some 30,000 mouse-units per 
gramme. <A preliminary purification was carried out 
by distribution between two solvents for example. 
the aqueous-alcoholic solution was shaken with 
petroleum ether. A similar method has been used 
by Doisy.* The hormone remains in the aqueous- 
alcohol phase from which it may be shaken out with 
ether, benzene, or ethyl acetate. In this way the 
activity of the preparation is increased up to 500,000 
mouse-units per gramme, and impurities are removed. 
At this stage systematic precipitation and adsorption 
having been found of no great use in increasing the 
purity, the action of acids and alkalies wastried. The 
fact that a part of the hormone can always be removed 
from its ether solution with alkali (ef. H. Allan, 
F, Dickens, E. C. Dodds, and F. O. Howitt*), leaving 
a residue in the ether which is insoluble in alkali, 
whereas the hormone in the aqueous alkaline extract 
after acidification can easily be extracted with ether. 
suggested to Dr. Butenandt the probability that the 
active principle is a lactone. 

Working on this idea he arrived at a new process 
of purification. Neutral impurities are shaken out 
from the alkaline solution with ether, and the con- 
taminating acidic substances remaining are removed 
by weak alkali. By the use of such methods he has 
obtained the substance as an alkali-soluble oil con 

* Butenandt, A.: Die Naturwissenschaften, 1929, xvii., 879; 
Deutsche med. Woch., Dec. 27th, 1929, p. 2171. 

* Jour. Biol. Chem., 1926, Ixix., 357 : 1928, Ixxix., 53. 
* Biochem. Jour., 1928, xxii., 1526, 
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taining 14 to 2 million mouse-units per gramme. 
The final stage of purification consists of distillation 
in a high vacuum and sublimation in vacuo or 
crystallisation from solvents. The hormone distils 
over in a vacuum of 0-02 to 0-03 mm. Hg at a tem- 
perature of 130-150°C., and then contains 5 million 
mouse-units per gramme. Long = sublimation in 
high vacuum or treatment with solvents yields a 
well-crystallised material which, even after repeated 
recrystallisation retains its high activity of 8 million 
mouse-units per gramme. This means that 0-000125 mg, 
in a single injection (dissolved in sesame oil), brings a 
castrated mouse into the ostral state. The author 
considers that he has been successful in preparing 
the female sexual hormone in the pure crystalline 
state. The name “ progynon”’ has been given by 
him to the crystalline substance of which the 
physical and chemical properties are as follows. 
It has the solubility characteristics of a lipoid. It is 
easily soluble in alcohol, acetone, chloroform, benzene, 
and hot ethyl acetate ; it dissolves with more difficult v 
in cold ether, and sparingly in petroleum ether or in 
water. By sublimation it is obtained in beautiful, 
snow-like crystals. It may be crystallised from 
ethyl-acetate or dilute aleohol in colourless leaflets of 
characteristic shape, melting with slight decomposition 
above 240°. Progynon contains no nitrogen or 
sulphur, and the analysis and molecular-weight 
determinations suggest the formule (C,,H,,0, or 
C,,H,,0,. Chemical tests show that it has no protein 
or carbohydrate groupings, and it is considered that 
sterols or bile-acids represent possible constitutions. 
The solubilities and behaviour with acids and alkalis 
suggest a lactone constitution, whilst biological 
inactivation by phenyl cyanate is considered to be 
accounted for by the formation of a urethane (not 
isolated), which is inactive. Hydrogenation 
destroys the activity. 

The constitution of progynon stimulates interest in 
the researches of S. Loewe and M. Dohrn® on sub- 
stances which are claimed to have similar activities 
obtained from the vegetable kingdom are of interest, 
since lactones of this type are known to occur in plant 
tissues. These plant extracts, however, apart from 
some doubt as to their biological action, are oily 
substances. Up to the present, crystalline lactones 
from plant sources have been tried for their action 
on ovariectomised mice, but. up to the present. 
have been found inactive. The biologicalstandardisa- 
tion of progynon was carried out carefully on 
a number of mice (16 to 18), showing a continuous 
resting stage (i.e.. dioestrus), by injection of the 
solution of progynon in sesame oil in a single dose. 
The reaction was taken as positive when 75 per cent. 
of the animals used showed a full oestral response. 


also 


MENTAL STRESSES OF SCHOOL LIFE. 


To the eighteenth annual conference of educational 
associations, held at University College during the 
first week of January, the National Council for Mental 
Hygiene added its contribution by a discussion on 
preventable mental and physical strains of school life. 
Some people deprecate the fuss that is made over 
children nowadays, arguing that what was good enough 
for their parents should be good enough for the voung. 
but Dr. W. Moodie maintained that the school-child 
of to-day is unusual and does demand special methods 
if the nation’s mental health is to be established. 
Many of the emotional problems he mentioned have 
always been with us: the changes in outlook accom- 
panying puberty, for instance, the emotional charge 
associated with the first sex knowledge, the effects 
of sex jealousy, and the death of relatives. The 
highly intelligent child of a poor home, worse dressed 
and supplied with less pocket money than his fellows, 
had always had to wrestle with the inferiority which 
he shares with the dull child. The child of unequally 
developed capacities—always, in Dr. Moodie’s opinion, 


* Loewe, S.: Biochem. Zeitschr., 1927, clxxx., 1. 
* Dobrn, M.: Med. Klin., 1928, No. 36, 1437. 





the result of some inborn difficulty which can be 
recognised and treated—has always suffered under 
the stereotyped curriculum. Nevertheless, to all 
these difficulties there is added a new factor for the 
war-baby and the air-raid baby, a factor which can 
best be summed up as a lack of that fundamental 
sense of security which is so essential for adequate 
adaptation to the environment. Man, it has been 
well said, differs from the animals chiefly in the long 
period for which he is dependent, and the growth of 
civilisation has steadily increased that period and in 
many ways made it lifelong. The division of labour 
on which modern states are founded makes all of us 
dependent on our fellows for important supplies, and 
we have all learned how to be dependent by the 
steady evolution of a most delicate sensitiveness 
to the feelings of others. Children have a peculiar 
power of * picking up an atmosphere,” of realising 
the emotional attitudes of the adults around them. 
The children in our upper forms to-day were intro- 
duced into a world of disruption, anxiety, and 
insecurity, and they have absorbed that atmosphere 
into their very beings. Many of them have suffered 
from an inconsistent home discipline, almost unknown 
in the placid father-ruled homes of the last century. 
When they come to the alien environment and 
discipline of school they find it hard to adapt. 
Another new difficulty, pointed out by Dr. Doris 
Odlum,. is the hostility towards the school often 
openly expressed by parents whose hopes for their 
offspring have been disappointed. This subjects the 
child to the stress of a divided loyalty, which is 
peculiarly distressing. The new organisations which 
strive to bring parent and teacher toget her will dosome- 
thing to prevent this lamentable state of affairs. Both 
Dr. Odlum and Dr. Crichton Miller attacked the 
school system as another source of strain: the high 
demand for intellectual achievement, the standardisa- 
tion, the boredom of pseudo-fatigue induced by 
emphasis on book work, and the lack of frequent 
rest-pauses in a long day. Modern school inspection 
has gone far towards abolishing the physical stresses, 
but bad posture, defective vision, and toxzemia still 
have a place among the preventable stresses of school 
life. Even if the child is well looked after in school 
it often has to do homework in a bad light and a 
cramped position, amidst endless distractions. Dr. 
Odlum did not forget that, difficult as it may be to be 
a good parent, it is still harder to be a good teacher, 
and the task calls for an ability to subordinate his 
or her own personality entirely to the interests of the 
children—-no mean demand. 

Both Dr. Moodie and Dr. Crichton Miller emphasised 
the oft-forgotten truth that all these stresses may have 
positive value. No two children are alike or react 
alike, and a strain that will crush one child will be 
the making of another. The primary necessity is to 
recognise the individual misfits as they arise. Dr. 
Moodie pointed out the interesting fact that a sudden 
depreciation in the calculating power of a child is 
almost invariably due to an emotional problem and 
should always be a psychological danger sign. The 
child can only be educated as an individual, and this 
means the growth of a new spirit rather than any 
specific change in curriculum. If preventable stresses 
are constructively dealt with the personal problems of 
the children can be trusted to cure themselves. 


MANCHESTER HospiTaALs.--The annual statement 
of the Manchester Voluntary Hospitals Committee deals 
with 17 hospitals and dispensaries. The ordinary expendi- 
ture of the year was £315,000, but extensions and other 
special outgoings increased the total to £340,000, which left 
a net deficit of £28,000. The annual subscriptions amounted 
to nearly £10,000 more than in 1924. Manchester Corpora- 
tion contributed £8000 per annum to the support of these 
institutions, the largest grant being £2000 to the Royal 
Infirmary. Patients paid just on £48,000, and various public 
authorities contributed £34,000 in respect of other patients. 
The aggregate number of beds is 2160, 1883 of which are 
in average daily occupation. At the end of 1928 the accumu- 
lated deficiencies of the institutions amounted to £117,000, 
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Modern Technique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditione. 


CCXCVIII. 
TREATMENT OF THE TYPHOID FEVERS. 
Part II.* 
Drugs. 

Few drugs are required in the routine treatment of 
typhoid fever. Hexamine is held to have a disin- 
fectant action on bile, pancreatic juice, and urine ; 
and for this reason it is good practice to prescribe 
it from the beginning of the second week onwards. 
A dose of grs. 20 or more is given three times in the 
24 hours, together with sufficient alkali, say an equal 
quantity of sodium citrate and sodium bicarbonate, 
to make the urine strongly alkaline in reaction, 
lest strangury and hematuria result. The reaction 
of each specimen, as soon as it is passed, is tested 
with litmus and the dose of alkali adjusted accordingly. 
If signs of cholecystitis arise ten doses of hexamine, 
each of grs. 20, with sufficient alkali, are administered 
in the 24 hours, and antiphlogistine is applied over 
the gall-bladder region. 

In an alcoholic subject it is advisable to allow 
whisky or champagne throughout the illness. The 
majority of patients do not require alcohol at any 
stage, but the drug is to be employed when the pulse 
frequency is increasing (apart from hemorrhage) 
and the volume is small, and when signs of pulmonary 
congestion are present, but the effects of its adminis- 
tration on pulse and respiration must be carefully 
watched. It is best given as brandy or whisky ; 
for a patient not addicted to alcohol an initial dose 
of two teaspoonfuls in an equal quantity of water 
every three hours, i.e., 2 0z. in 24 hours, will suffice. 


When the effect is beneficial the dose may be cautiously 


increased to 5 or 6 oz. in the 24 hours. One ounce of 
brandy at night may relieve delirium and induce 
sleep in appropriate cases. Brandy is also given 
when a rigor occurs during the disease. It is never 
added to a feed lest. the whole of the prescribed dose 
be not taken. 

Specific Treatment. 

Specific therapy has a very limited field in typhoid 
fever. Serum of convalescent patients, in doses of 
5, 10, or 20 ¢.cm. intramuscularly is advocated by 
Pezzi (Riforma Med., 1922, xxxviii., 80). Vaccine 
both raw and sensitised has been employed. Achard 
recommends two or three doses of vaccine sub- 
cutaneously in the first few days, especially for 
children. Vaccine has been given intravenously. 
Gay (Typhoid Fever. New York, 1918) states that 
the milder cases of the disease react better to the 
treatment than the more severe, but even the most 
serious will, in some instances at least, be benefited 
and even aborted. The initial dose is 150 million ; 
a chill follows the injection in from 15 minutes to 
an hour, and is accompanied by a rise in temperature 
of one to three degrees; within 12 hours the tem- 
perature may fall to normal with sweating, and 
usually improvement in such symptoms as headache 
and delirium is noticed. If the temperature again 
rises over a period of two or three days, a slightly 
increased dose is given. In Gay’s series of 98 cases, 
one-third were aborted, one-third benefited, and the 
remainder were unaffected. The present writer has 
no experience of these ‘ shock tactics” in typhoid 
fever, and the method has not been generally adopted. 

In certain complications due to the specific organism 
of typhoid fever vaccine is undoubtedly of value ; 
especially is this so in osteoperiostitis, chronic 
cholecystitis, and pyelitis. A dose of five million 
is given subcutaneously at the first sign of periostitis, 


* Part I. appeared last week. 





and the dose doubled if need be five days later, heat 
meanwhile being applied to the part. Vaccine should 
be avoided in the presence of thrombophlebitis. 


Certain Symptoms. 

Severe toxemia, headache, delirium, restlessness, 
and insomnia may be helped by hydrotherapy. The 
cold bath, under ordinary conditions, necessitates 
considerable disturbance to the patient, but when 
facilities exist it is to be recommended. The patient 
is let down into the bath on a stretcher or slung 
in a blanket, the temperature of the water being 
lowered from 95° F. to 70° F. or 65° F. by pouring 
cooler water over the neck and shoulders, 15 to 20 
minutes being occupied in the process. 

The cold pack is to be preferred in most cases ; 
it may be given as follows :— 

The patient is rolled on to a mackintosh covered with a 
blanket, and a towel is arranged around the hips ; the bed- 
clothes are removed, and the patient is covered with a 
blanket. Two large sheets are each folded into four thick- 
nesses, and rung out of water at a temperature of 65° F. 
The bianket covering the patient is removed, one sheet passed 
under the patient, brought up round the body inside the 
arms and enveloping the legs ; the second is applied to the 
front and tucked round the arms and neck ; a warm bottle 
is applied to the feet. The patient is then covered with a 
blanket for five minutes, when the process is repeated ; 
if the patient is very restless the sheets may be sprinkled 
with cold water instead of being removed. At the conclusion 
the patient is dried quickly, and the clothing replaced. The 
re pack must not be given to feeble individuals or to the 
aged. 

Antipyretic drugs are to be avoided in typhoid 
fever; the cold pack is the safest method to employ 
when hyperpyrexia is present. Severe headache, not 
relieved by Sodesthaniey, is an indication for lumbar 
puncture. In toxemia the drinking of water is to 
be specially encouraged. Insomnia, when not due 
to headache, may be relieved by bromide and chloral, 
say, grs. 30 of the former and grs. 10 of the latter, 
repeated hourly if necessary for four doses; when 
headache is the cause Dover’s powder with aspirin 
is often efficacious. 


Certain Complications. 

Hcmorrhage.—Small hemorrhages may occur from 
congested Peyer’s patches towards the end of the 
first week; they are usually of no consequence. 
Large hemorrhage from the erosion of a vessel in 
the base of an ulcer is rare before the eighteenth day. 
When a large hemorrhage occurs, as may be shown 
by the presence of blood in the stool, and (or) by 
pallor, a drop in temperature with a rising pulse 
frequency, sweating, and shallow sighing respiration, 
the patient is kept absolutely quiet, and all food is 
withheld for 24 hours. Morphia is given hypoder- 
mically at once, and repeated as often as is necessary 
to keep the patient under its influence. The dis- 
advantage of morphia (and heroin) in such circum- 
stances is that if perforation follows the early signs 
are apt to be masked; the rapid sequence, though 
not very frequent, must be borne in mind. If the 
pulse is very small in volume, the foot of the bed 
is raised on blocks, and the extremities bandaged 
from below upwards. The patient is not to be put 
on a bed-pan, any discharge from the bowel being 
collected on tow. If peristalsis is active, it should - 
be checked by a starch and opium enema (tr. opii 
4 drachm in starch suspension 4 oz.). It is the 
custom to apply cold to the abdomen either by means 
of a Leiter coil or by an ice-bag suspended from a 
cradle; in either case the skin must be protected 
with flannel. 

When a large hemorrhage has taken place blood 
transfusion from a donor of the same blood group is 
probably the most valuable hemostatic ; it not only 
replaces a part of the blood lost, but it also increases 
the rate of blood-clotting. Not more than 300 c.cm. 
should be given at one time. Surgery has no place 
in the treatment of intestinal hemorrhage in typhoid 
fever. 

Perforation.—Treatment of perforation is immediate 
laparotomy. When perforation is suspected it is safer 
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to explore than to await developments; in any case . “ 
morphia is withheld until operation is decided on. <A & erial Articles 
combination of local and general anzesthesia is recom- p ° 
mended. The abdominal wall a the site of ----— 
the proposed incision is thoroughly infiltrated with is " 
0-5 Sr cent. novocain and 1: 200,000 adrenalin ; MATERNAL MORTALITY 
before the peritoneum is opened the subperitoneal IN THE OBSTETRICAL AND GYNZCOLOGICAL UNIT, 
tissue is similarly treated and the induction of nitrous ROYAL FREE HOSPITAL. 
oxide and oxygen anesthesia begun. This procedure 
gives quite sufficient anaesthesia and is the safest By DamME LOUISE McILROY, D.B.E., M.D., 


under the circumstances. The incision is supra- 


pubic, slightly to the right of the mid-line. The 
perforation is sewn up by Lembert’s sutures; any 


fluid is withdrawn from the peritoneal cavity by 
suction apparatus or, failing that, by gentle mopping 
with a gauze swab. A soft drainage-tube is inserted 
if the peritoneum has been much soiled. Blood 
transfusion is advisable during, or immediately after, 
the operation. Peritonitis may occur apart from 
perforation, especially in paratyphoid fever. 

Thrombophlebitis necessitates complete immobili- 
sation of the limb by sand bags for a period of three 
weeks, after which gentle massage may be begun. 
The pain may be relieved by the local application of 
glycerin of belladonna, and the intravenous injection 
of grs. 20 of sodium citrate in 8 oz. of sterile water. 

Ulceration of lymphoid tissue in the pharynx is a 
cause of dysphagia; the discomfort may be relieved 
by the use of a spray containing menthol grs. 3 and 
chloretone grs. 10 to the ounce of liquid paraffin. 

Cardiac dilatation—as evidenced by outward move- 
ment of the apex-beat, softening and shortening of 
the first heart sound, and a falling blood pressure— 
if acute, calls for the intravenous injection of strop- 
hanthin grs. 1/200, repeated eight hourly if necessary, 
and the hypodermic administration of strychnine 
grs. 1.30 four hourly, alternately with pituitrin and 
adrenalin. Camphor grs. 3 in olive oil M15 is useful in 
an emergency, but is not suitable for repeated 
administration. 

Meningitis, a rare complication, is treated by daily 
lumbar puncture; during the operation, for which 
a general anesthetic is necessary if the patient be 
restless, the buttocks are raised slightly above the 
level of the head, and the fluid is allowed to flow so 
long as it will. 

If broncho-pneumonia develops, the patient is given 
oxygen continuously by means of a No. 7 catheter 
passed through the nose. The catheter is changed 
every four hours, and the oxygen passes through the 
water in the Woulfe’s bottle at such a speed that the 
bubbles can just be counted. 

Bedsores readily form over pressure points when 
nursing is inefficient. When such complications as 
perforation and thrombosis arise to prevent frequent 
change in the patient’s posture, especial care is 
necessary to avoid them—scrupulous cleanliness, 
drying the skin, hardening it with alcohol, and dusting 
with powder ; when the skin is unusually dry lanoline 
may be substituted for powder. The draw-sheet is 
frequently changed and kept free from creases. 
The warning sign is a permanent redness of the skin ; 
the area is then painted with collodion flexile. An 
abrasion is dressed with an emulsion of zinc oxide 
in castor oil, or dusted with bismuth formic iodide 
powder every two or three hours. An ulcer is 
fomented until sloughs have separated; the part 
is then dusted with B.F.I. powder and a smooth dry 
dressing applied and frequently changed. 


A. E. Gow, M.D., F.R.C.P. Lond., 


Physician with Charge of Out-patiente, St. Bartholomew's 
Hospital. 


THE following articles in this series have appeared 
since the last collection was published as Modern 
Technique in Treatment, Vol. IV. :- 

THE LANCET, 1928, Vol. II.: Treatment of Gastric and 
Duodenal Ulcer after Subsidence of Acute Symptoms, by Dr. 
T. Izod Bennett (p. 882). Treatment of Acute Hematogenous 


Osteomyelitis, by Mr. Harry Platt (p. 1305). 
(Continued at foot of next column.) 








PROFESSOR OF OBSTETRICS, UNIVERSITY 
AND 
BEATRICE TURNER. F.R.C.S. EDIy., 


OBSTETRIC REGISTRAR, ROYAL FREE HOSPITAL, 


OF LONDON ; 


As so much public discussion has taken place lately 
on the subject of maternal mortality, it may be of 
interest to give the death-rate of mothers in a teaching 
hospital, and also an analysis of the causes of death. 
The Royal Free Hospital has 46 obstetric beds, and 
@ district close to the hospital and a district clinic 
in Islington. About 90 per cent. of the patients are 
booked for admission from the antenatal clinics, and 
at the most about 10 per cent. are sent in as emergency 
cases. The cases of puerperal sepsis are treated in a 
ward completely isolated from the main block of 
wards, and there is an isolated department of five 
beds for obstetric patients with venereal disease. The 
cases of sepsis are treated by the senior staff, and 
the gynecological house surgeon and gynecological 
clerks only are in attendance. The students have 
three months as gynecological clerks, non-resident, 
and three months residence as obstetrical clerks. The 
first month of clinical obstetrics is spent in the wards 
only, the second month at the district centre, and 
the third month in the hospital district and V.D. 
ward. There is a resident assistant who acts as tutor 
to the junior clerks. The clerks must personally 
deliver the cases for which they are signed up. The 
director, second and third assistancs are wholc-time 
officers, the first assistant is part-time. The assistant 
staff changes every two years, but the senior posts 
are filled up by candidates from the junior posts. 
There is, therefore, not the same continuity of treat- 
ment for patients as is obtained in hospitals where 
the staff remain for years. It is, however, one of the 
aims of the unit system to enable a larger number of 
young graduates to obtain experience in obstetric 
and gynecological practice. 


No. of Maternity Patients Delivered from Oct, Ist, 1921, 
to Oct, Ist, 1929. 


4 

, In- District - 

Year. patients. patients. Total. Deaths. 
1921-1922 684 315 999 3 
1922-1923 AS3 271 1154 2 
1923-1924 w44 217 1161 i 
1924-1925 765 212 H 977 2 
1925-1926 S39 349 1188 4 
1926-1927 778 435 1213 5 
1927-1928 795 482 1277 2 
1928-1929 929 570 i 1499 4 

Total .. 6617 2951 | 9468 26 


9468. 
per 1000, 


Total patients delivered in eight years 
Maternal deaths = 26. Maternal mortality-rate = 2-7 


This maternal mortality report is based on deaths 
which have occurred during a period of eight years. 
1921-29, and includes both in-patients and district 
patients. Although no deaths occurred in the 


(Continued from opposite column.) 
THE LANCET, 1929, Vol. I.: Treatment of the Broken Nose, 


by iMr. H. D. Gillies and Mr. T. P. Kilner (p. 147). Ambu 
latory Treatment of Piles, by Mr. W. 3S. Perrin (p. 569). 
Treatment of Vulvar and Anal Eczema, by Dr. Agnes Savill 


Low Blood Pressure, by 
Prophylactic Treatment of 


(pp. 679 and 731). Treatment of 
Dr. E. Noble Chamberlain (p. 889). 
Measles, by Dr. D. N. Nabarro and Dr. A. Signy (p. 1106), 
Treatment of Empyema, by Dr. L. S. T. Burrell (p. 1265). 

THE LANCET, 1929, Vol. IL : Treatment of Sterility in Women 
by Miss F. M. Huxley (pp. 138 and 186). 
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district, this may be accounted for by the fact that 
any patient seen at the district antenatal clinics with 
an obstetric complication is admitted when possible 
to the hospital for confinement. 


Analysis of Cases of Maternal Deaths. 

Six cases of death were attributed to obstetric 
shock, four to shock from haemorrhage, six to sepsis, 
two to embolus, four to toxemia and eclampsia, one 
to broncho-pneumonia, and one to acute appendicitis. 
The details of each of these cases are as follows. 


Obstetric Shock. 
29. First seen 16th week. Previous 
carious teeth, slight cedema of legs, 
Treated as antenatal out-patient. Delivery 


1. Prim., aged 
health good. Pregnancy 
no albumin. 


spontaneous at term. Labour: first stage, 27 hours; 
second stage, 2 hours; third stage, 40 minutes. Cervix 
rigid. Twins. P.P.H. Died 30 minutes after delivery 


from shock. Infants well. 


2. Prim.,21. First seen 20th week. Had several attacks 
of bronchitis. Pregnancy—l1 carious tooth. Second cardiac 
sound reduplicated. Treated as O.P. Delivery spontaneous 
at term. Labour: first stage, 35 hours; second stage, 2 
hours ; third stage, 1 hour. Cervix rigid. P.P.H. Died 15 
hours after delivery from shock. P.M.: Fatty heart, old 
pleurisy and consolidation. Infant well. 


3. Multip. (3), 26. First seen 12th week. First labour, 
forceps, craniotomy ; second and third, Cw#sarean section. 
Pelvis contracted. Toxemia. Treated as antenatal in-patient 
and out-patient. Teeth good. C.S. performed at term. 
No complications, no hemorrhage. Patient very excited 
some hours after, pulse feeble. Died in ten hours of obstetric 
shock. Infant well. 


4. Prim., 33. Admitted as emergency for obstructed 
labour atterm. First stage, 60 hours ; second stage, 8 hours ; 
third stage. 4 hour. Forceps. Craniotomy for dispropor- 
tion. Dead foetus. Sudden collapse and death. Obstetric 
shock. 

5. Prim., 32. Induction at 38th week ; rubber tube for 
disproportion. Cervix rigid, long labour, death of foetus in 
uterus, craniotomy. Sudden collapse after delivery ; death. 
Obstetric shock. P.M. : Fatty heart. 


6. Multip. (3), 37. First seen 16th week, abnormally 
fat. Teeth good. Previous labours long, forceps ; children, 
average weight 12-131b. (Edema, breathless, induction 
38th week, rubber tube. Long labour. Forceps failed. 
Perforation. Cesarean section, as delivery thought to be 
impossible. Dead fotus. Died 3} hours later from obstetric 
shock, 

Shock from Hemorrhage. 

7. Multip. (8), 41. Admitted as emergency 28th week. 
Severe hemorrhage. Placenta previa. Not in labour. 
Died 24 hours after admission. Shock from haemorrhage. 
Not delivered. Packing. Version. 


8. Multip. (2), 40. Admitted as emergency at term for 
severe collapse and abdominal pain. Intra-abdominal 
distension, signs of hemorrhage, not in labour. Abdominal 
operation, cavity full of free blood, dead foetus in cavity, 
ruptured interstitial pregnancy. Hysterectomy. Patient 
died shortly after, from shock, following hemorrhage. 
Infant dead. 


9. Prim., 36. Admitted as emergency near term. 
A.P.H. Central placenta previa. Not in labour. 
section. Secondary hemorrhage later. Died 


from shock, following hemorrhage. Stillbirth. 


10. Multip. (5), 37. First seen 26th week, some toxemia 
Previous labours normal. Had slight A.P.H. Placenta 
previa, in ward one month before term. Further hamor- 
rhage, version about to be performed. Patient died under 
anesthesia. Heart failure. Shock following haemorrhage. 
P.M. : Fatty heart only found. 


Severe 
Cesarean 
in 17 hours 


Sepsis. 
11. Multip. (3), 37. First seen 
Placenta previa, not in labour. 
murmur. Packing. Version. 
Sepsis. Broncho-pneumonia. 
Infant lived 14 hours. 


12. Multip. (4), 32. 


37th week. A.P.H. 
Carious teeth, systolic 
Labour 1 hour 20 minutes. 
Died 22nd day after delivery. 


First seen 36th week. Had sepsis 
second confinement. Contracted pelvis. Teeth artificial. 
Induction by rubber tube. Labour: first stage, 4 days; 
second stage, 2 hours; third stage, few minutes. Sepsis, 
jaundice, broncho-pneumonia. Death 21 days after delivery. 
Stillbirth. 





13. Multip. (5), 40. 


Emergency, abortion at 44 months, 
28 days previously. Placenta retained, foul discharge, 
rigors, carious teeth, placenta removed. Died from sepsis 
28 days after admission. 


14. Prim., 25. First seen 37th week. Previous health 
good except rickets, flat pelvis, carious teeth. C.S. at term, 
no complications. General peritonitis. Death 17 days 
after operation. Infant well. 


15. 
good. 


Prim., 20. First seen 36th week. 
Teeth carious. Ovarian cyst. Removed two days 
later. Labour began two days after. Delivery by forceps. 
First stage, 7 hours ; second stage, 2 hours; third stage, 5 
minutes. Died third day after delivery, peritonitis. Infant 
premature, stillbirth. 


16. Prim., 25. First seen 16th week, Flat small pelvis. 
Teeth artificial. Septic sinus in knee from old operation for 
patellar complication. Treated during pregnancy. healed 


Previous health 


before term. C.S. after test labour. Died sixth day ; 
general peritonitis. Infant well. 
Embolus. 

17. Multip. (1) (stillbirth), 35. First seen 34th week 
Previous health bad. Malaria, dysentery. During preg- 
nancy had anemia and diarrhoea. Exhaustion early in 
labour. C.S. at term, no complications. Slight pyrexia 
first week, normal temperature second week. Sudden 
collapse ; died in few hours, 13 days after delivery. Pul- 
monary embolus. Infant well. 

18. Prim., 38. First seen 14th week. Very nervous. 
Carious teeth. Toxemia, later had persistent vomiting. 


Treated in ward, much improved. 


Died suddenly 14 days 
after admission. 


Emboli found in lungs. 


Toramia and Eclampsia, 


19. Prim., 28. First seen 18th week. Had appendix 
removed four years before. Carious teeth. Small pelvis. 
Disproportion later. Labour at 38th week. Forceps 
delivery. First stage, 34 hours; second stage, 6 hours ; 


cervix. Exhaustion. 
Died of acute toxa#mia, 


third stage, 35 minutes. Rigid 
Jaundice second day, comatose. 


hepatic atrophy, fifth day after delivery. Stillbirth. 

20. Multip. (1), 31. First seen 20th week. First child, 
breech, stillbirth, jaundice in puerperium. Generally 
contracted pelvis. Teeth good. Induction 38th week, 
rubber tube. Labour, forceps. Difficult extraction. First 
stage, 12 hours; second stage, 7 hours; third stage, 10 


minutes. Vomiting, jaundice, melena, collapse. 
days after delivery of acute toxemia. Stillbirth. 


Died six 


21. Prim., 22. First seen 32nd week. Previous health 
good ; oedema legs and abdominal wall. Albumin. Labour 
at term. Spontaneous delivery. First stage, 11 hours ; 


second stage, 5 hours; third stage, 10 minutes. Four fits 
occurred within 12 hours of delivery. Recovery. Five days 
later, sudden severe headache, comatose. Death in 12 
hours, acute toxemia. P.M.: (Edema of lungs and brain 
present. Uterine muscle healthy. Infant well. 

22. Prim., 22. First seen 35th week. Positive Wasser- 
mann, no albumin. Teeth good. Delivery spontaneous 
atterm. Labour: first stage, 8 hours ; second stage, 1 hour : 
third stage, 20 minutes. Eclamptic fit two hours after 
delivery. Several fits, coma began after fourth fit. Died 
four hours after delivery, 27 fits in all. P.M. : Hemorrhages 
in liver, fatty changes. Infant well. 


Broncho-pneumonia, 
23. Multip. (1), 33. First seen 26th 
previous confinement. Carious teeth. 
Labour at term, long, spontaneous, First stage, 26 hours . 
second stage, 1 hour 10 minutes; third stage, 15 minutes; 
Influenza and broncho-pneumonia third day. Died tenth 
day after delivery. P.M.: Double empyema and consoli- 
dation both bases. No pelvic sepsis. Infant well. 


week. Had C.S, 
Contracted pelvis. 


Heart Disease. 
Multip. (3), 28. First seen 28th week. Pneumonia 
five years before. Chronic bronchitis. Heart trouble three 
vears. Admitted at once, breathless, cough, respiration, 
distressed. (Edema. Improved for a time on treatment. 
Died five days after admission, undelivered. P.M. : Mitral 
stenosis. Broncho-pneumonia both lungs. 


24. 


Acute Appendicitis, 


26. Prim., 27. Admitted as emergency. Thought to be 





A.P.H. concealed. Twenty-fourth week acute abdominal 
pain present several days. No evidence of h#emorrhage. 
Pyrexia, patient very ill. Distended abdomen. Under 
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anesthesia. Swelling in right iliac fossa. Appendicitis 
diagnosed. Lateral incision, large quantity of pus evacuated, 
drained. Death few hours later. At P.M. perforated 
appendix found. 

Remarks. 

The total number of antenatal attendances between 
1921 and 1929 was 49,047. Among the cases treated 
in hospital there were 77 cases of placenta previa, 21 
cases of eclampsia, 10 cases of craniotomy (foetus dead 
in every case before operation), 476 cases of forceps, 
giving 5 per cent. of all deliveries, and 152 cases of 
Cesarean section, giving 1-6 per cent of all deliveries. 

Fetal deaths.—The number of infants born alive 
was 9152; neonatal deaths, 145; total number of 
stillbirths, 366 (of these 199 were at term and 167 
premature). There were 112 sets of twins (1-1 per 
cent. of all deliveries). Abortions and induction of 
abortions are not included in the present report, 
except in the one case (13) where maternal death 
occurred, 

Maternal deaths.—An equal number of deaths 
occurred among the primipare and multipare. The 
primipare preponderate only in the toxemia group. 
The greater number of deaths were due to obstetric 
shock, which included deaths due to hemorrhage and 
heart failure. The cases of puerperal sepsis show that 
operative interference and complications at labour 
increase to a great extent the risk of sepsis. Two of 
the patients died from sepsis after Casarean section, 
one after an operation for ovarian cyst. Broncho- 
pneumonia is a serious complication in sepsis. Any 
septic focus requires consideration. One of the 
patients suffered from a septic sinus of the knee. 
Carious teeth should be attended to in every patient 
undergoing an antenatal examination. Most cases 
of toxwmia have some dental sepsis. Extraction or 
dental treatment is carried out in over 70 per cent. of 
the patients treated in the antenatal clinics. No 
case of abortion can be traced to dental treatment, 
but many abortions owe their origin to caries of the 
teeth. Since the case of No. 13 treatment by 
immediate removal of the placenta has been aban- 
doned, and the patient’s immunity is raised by serum, 
quinine, and glycerin drainage before the placenta 
is taken away. Every attempt is made to prevent 
general infection. No deaths have occurred since 
this method of treatment has been adopted. 

Deaths from accidental hamorrhage are rare since 
antenatal treatment has been carried out. In some 
cases of toxemia the condition is so acute and rapid 
that treatment is of little avail. The fulminating 
type of eclampsia is an example. A very large 
number of patients suffering from = serious heart 
disease are treated in the maternity wards. The 
results will be published separately ; their success is 
due to the early recognition and treatment of the 
condition. An antenatal heart clinic is held once a 
week ; this was started by Dr. Dorothy Hare and is 
now under the care of Dr. Olive Rendel. The cases 
are carefully examined and, if necessary, are electro- 
eardiographed by Dr. Jenner Hoskin and Dr. Rendel. 

A number of pregnant women lose their lives not 
from obstetric complications alone, but from general 
diseases, such as nephritis, phthisis, &c. We feel 
strongly that a very large measure of our low maternal 
mortality is due to our advantage in being a depart- 
ment in a general hospital and not an_ isolated 
maternity institution. Every member of the staff 
has helped us to safeguard the lives of the mothers by 
efficient medical, surgical, dental, and electrical treat - 
ment. Our diagnosis is made much more accurate in 
antenatal cases by enlisting the skill of the staff of the 
X ray and pathological departments. Cases of toxemia 
are recognised early by biochemical examinations 
made by Dr. Pillman Williams. 

Criticism is often levelled at institutional treatment 
for obstetric patients and the risk of sepsis in segre- 
gated patients is emphasised. A study of this report 
should show that wherever any complication is fore- 
seen in @ pregnant woman the safest place for her is 
in the wards of a hospital. 





A RECENT EPIDEMIC OF SORE-THROATS 
IN BRIGHTON AND HOVE. 


By OCTAVIA WILBERFORCE, M.R.C.S., 


ASSISTANT PHYSICIAN, NEW SUSSEX HOSPITAL FOR WOMEN, 
BRIGHTON ; 


AND 
MARY LESLIE-SMITH, 


PATHOLOGIST TO THE 


M.B., 


HOSPITAL. 


B.S., 


IN view of the conflicting accounts which have 
recently appeared in the lay press about the Brighton 
and Hove ** mystery disease,’ it may be of interest 
to record the following facts in connexion with an 
epidemic which seems to have been rather widespread 
in this locality but is now happily coming to an end. 

Onset.—Clinically the onset has been sudden and 
in the majority of cases characterised by flaming red 
painful throats. Some patients have enlarged tonsils 
which show patches, and have pain on swallowing, 
definite swelling of the tonsillar and cervical glands, 
a very dirty dry tongue, intense headache, and, 
occasionally, a sense of suffocation where the larynx 
has also been involved. With many patients the 
temperature has risen on the first day to about 103° F., 
in others a beginning temperature of 100° F. has been 
followed after 48 hours by a rise to 103° F. or more. 
The pulse in most cases has not been unduly rapid. 
Sleeplessness due to the intensity of the backache 
and painful throat and neck region has been a most 
distressing symptom. Pain in the limbs and headache 
have been not infrequent complaints, although often 
absent. A troublesome feature of the disease has 
been the frequency of relapse after four to five days of 
normal temperature. Sometimes the relapse has 
been demonstrated merely by exacerbation of fever 
and fresh swelling of the glands, in other cases by the 
formation of localised pus. The actual pain of the 
cellulitis in the neck region has commonly radiated 
up the side of the head, into the ear, or over the whole 
area of the trigeminal nerve, when it has been par- 
ticularly prostrating. Chest complications have been 
surprisingly rare. 

On the whole, adults have appeared to suffer more 
from a general septicemia, whereas children have had 
more localised troubles with rather fewer relapses. In 
a well-to-do girls’ school, where 23 out of 40 boarders 
were afflicted, only two girls became seriously ill—a 
somewhat surprising fact since an increased virulence 
is commonly expected as when a number of people 
live together as a community. 


Atypical Cases. 


Two cases are perhaps worth recording as 
atypical. 
CASE 1. 
(with typical skull X ray changes), sent 


being 


A woman, aged 57, who has Paget's disease 
for one of us (O.W.) 
on Dec. Ist. She had vomited profusely the previous day, 
felt very ill and collapsed, with severe abdominal pain, and 
complained also of a sore throat. Her temperature was 
98° F., pulse 100. Abdomen tense, distended and tender all 
over. Throat red, swollen, patches over both tonsils, and a 
dirty tongue. Throat swab culture was negative to K.L.B., 
but grew a long-chained hemolytic streptococcus. 

Dec. 2nd: Patient continued to be very ill, vomiting at 
intervals. Much difficulty in keeping anything down, 
abdomen still painful and distended, no rise of temperature, 
pulse 100. B.N.O. Poor result from soap enema. 3rd: 
Temperature rose to 103° F., pulse 112, on her left cheek a 
small patch of erysipelas developed. 4th and 5th: She grew 
steadily worse. Temperature rose to 105-2° F., the rash 
spread over both eyes, cheeks, ears, scalp; she appeared 
very ill, and was delirious and incontinent. Two doses of 
antistreptococcal serum (erysipelas), B. W. & Co., were given 
on Dec. 6th and 9th, and by the 11th her evening temperature 
had dropped to 98-6° F., pulse 80. She left the nursing home 
on Dec. 21st with a perfectly clear skin, having had no 
relapse. She enjoyed a Christmas dinner, though consider- 
ably self-conscious at having lost all the hair from her 
head. 
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CasE 2.—A woman, aged 62, had nursed her daughter with 
great devotion for nearly a fortnight, in a maisonette, 
through an acute attack of septic throat. She had done a 
great deal of running up and down stairs, and had had 
varicose veins for years. Her past history included * several 
attacks of ’flu, after which I always got pneumonia.’’ On 
Dec. 10th she retired to bed having “ got the infection,” 
and being quite sure she was in for more pneumonia. Her 
temperature ranged from 99° F. to 100° F., till Dec. 14th, when, 
not having had her bowels opened, she took Epsom salts, 
liq. ext. cascara, and ol. ric.in more or less rapid succession 
(on her own prescribing). She then vomited, and her 

etemperature rose to 104°, 

Dec. 16th: She seemed greatly better, with a temperature 
of 97-4° in the morning, but she said she felt very weak. 
17th : She began a phlebitis in the varicose veins of her right 
leg, on the outer surface of the lower part of the leg, outer 
surface of popliteal space, and inner surface of thigh. 
Her temperature became of a swinging kind, ranging from 
normal in A.M. to 103° F. at night. Her throat was inflamed, 
cervical glands slightly enlarged, she slept very badly, and 
complained of persistent headache. Since long-chained 
streptococci were cultured from her throat, and since she 
seemed to make only very slow progress towards recovery, 
she was given two doses of antistreptococcal serum (poly- 
valent), B. W. & Co., on Dec. 27th and 29th. After this her 
temperature sank to a rather lower level. On Jan. 3rd, how- 
ever, in the lowest area of the phlebitis region, the skin 
broke down and a good deal of pus came away. This was 
accompanied by a further lowering of temperature level, 
and on Jan. 5th the temperature was normal. The patient 
still complains of some sleeplessness, much headache, and 
great weakness. 

Treatment. 

Most of the patients under care (O.W.), including 
the schoolgirls, were ordered to be kept off milk and 
unboiled water. Diaphoretic mixtures, aspirin, anti- 
phlogistine externally, inhalations, gargles, throat 
paints were all tried. How far they relieved the 
condition it is impossible to estimate. Antistrepto- 
coccal serum appeared beneficial in preventing 
further relapses in one or two obstinate cases. but it 
is difficult to prove whether or not 1t was effective. 
The most distressing symptoms to combat have been 
the sleeplessness and headache. Of the many drugs 
tried, including heroin and morphia, veramon has 
failed less often than most. 

Pathological Findings. 

Our pathological findings (M. L.-S.) point to a long- 
chained hemolytic streptococcus as the infective 
agent. A heavy growth of this organism has been 
obtained from all throat swabs, often practically in 
pure culture, sometimes predominating in a mixture of 
common throat organisms. and in a few cases asso- 
ciated in direct films and cultures with a leptothrix. 
The streptococcus has also been recovered from the 
pus in the phlebitic leg mentioned above, and from 
peritoneal and empyema fluids as well as from one 
blood culture. The same organism has been isolated 
from the feces of a patient who has been unwell with 
diarrhoea off and on since November, her illness 
having started with a swollen and stiff neck. 

Leucocyte counts, when performed, have shown a 
high polymorphonuclear leucocytosis. 

Finally, a post-mortem examination was made of 
a case in which the only symptom was sore-throat. 
Unfortunately no bacteriological findings are available, 
since permission for a post-mortem could not be 
obtained till some time after death, but the appear- 
ances were characteristic of septicemia. There was 
a patchy erythematous rash on the arms and neck; 
the tonsils and pharynx were injected ; the pericardium 
showed petechial hemorrhages ; the heart contained 
dark fluid blood, the organs generally showed cloudy 
swelling, and the spleen was diffluent. 


HospITtaAL SATURDAY FuNnp.—This Birmingham 
Hospital Saturday Fund, which produced nearly £141,000 
in 1928, and is expected to produce more than £150,000 in 
1929, claims to be the most successful Fund of its kind in 
the world. It is now an integral part of the hospitals con- 
tributory scheme, Since it was started in 1873 it has 
raised more than £1,200,000; it was the pioneer of the 
co-movement for the establishment of convalescent homes, 
and since the homes were first opened 120,000 men, women, 
and children have passed through them. 











IRELAND. 


(FROM OUR OWN CORRESPONDENT.) 


Abolition of Insurance Committees, 

THE National Health Insurance Act (1929) came 
into effect in the Irish Free State on Jan. Ist of this 
year. Its most important provision is the abolition 
of insurance committees. These bodies have always 
been less important in Ireland than in Great Britain, 
owing to the absence of medical benefit in Ireland. 
Almost their only function was the administration of 
sanatorium benefit. In the early days of National 
Health Insurance this function was important, as 
there were at that time no established tuberculosis 
schemes in the Irish counties or cities. The insurance 
committees had, therefore, to make what arrange- 
ments they could to obtain treatment for the tuber- 
culous insured. It was largely owing to the influence 
exercised by the insurance committees, and by the 
inducements they were able to offer, that the local 
authorities were persuaded to set up tuberculosis 
schemes. These schemes have now been organised 
throughout the country, and little remained to be 
done by the insurance committees except to refer 
insured persons to the local authority. the entire 
income of the committees being passed over also. 
The Committee of Inquiry on National Health 
Insurance, and the Medical Services, which reported 
in 1925-27, recognised that there was no longer 
any need for the continuance of the insurance com- 
mittees which only led to waste of energy and money, 
and recommended that they should be abolished. 
This recommendation has now been carried into 
effect. Some of the members of the committees have 
expressed the fear that under new arrangements the 
tuberculous insured may suffer, and the National 
Association of Insurance Committees has expressed 
the opinion that in abolishing the insurance com- 
mittees the legislature has taken a retrograde step. 
The change, however. seems based on considerations 
of sound economy of both time and money. 


The Clean Milk Movement. 

At a recent meeting of the Dublin Rotary Club 
an address on ** Clean Milk Legislation *’ was delivered 
by Dr. M. Grimes, professor of dairy bacteriology at 
University College, Cork. He said that, owing to the 
trouble in controlling the raw milk-supply of a city. 
he was in favour of pasteurisation, followed by cooling 
to a temperature of 50° F. Pasteurisation would not 
make dirty milk good, but it would make clean milk 
safe, from the point of view of public health. The 
consumption of ice-cream in Ireland was increasing, 
and it was necessary that power should be taken to 
fix bacteriological standards for ice-cream, and to 
insist that it should contain a certain proportion of 
butter-fat. He hoped that provisions to this effect 





would be included in the forthcoming Clean Milk 
Bill. 
UNITED STATES OF AMERICA. 


(FROM AN OCCASIONAL CORRESPONDENT.) 


The Care of Ex-soldiers. 

THE medical care of our ex-soldiers (or veterans as 
we call them) is an increasing problem. Apart from 
the legal rights of all men enlisted during the World 
War, Congressmen have certain privileges which 
allow them to order medical care for other veterans, 
a privilege which they naturally use to the full. 
About 28,000 veterans are now receiving free treat- 
ment and hospitalisation. Of these almost half are 
suffering from disabilities unconnected with military 
service, and about 13,000 are psychiatric cases. An 
appropriation of 13,000,000 dollars recently became 
available, but this, it is said, will provide only tem- 
porary alleviation of the troubles of the Veterans’ 
Bureau. At the present time no less than 7000 
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mentally afflicted veterans are housed in institutions 
unauthorised by the Bureau simply because there is 
no space in the authorised institutions. 

BCG, 

The advisability of using BCG vaccine against 
tuberculosis was again hotly debated at a recent 
meeting of the Eastern Division of the Sanatorium 
Association. The chief protagonists were Dr. Stephen 
J. Maher. of New Haven, and Dr. 8. A. Petroff, of the 
Trudeau laboratories at Saranac Lake, who had 
already met in combat at the last international tuber- 
culosis conference in Rome. Dr. Maher quoted the 
well-known statistics derived from the treatment of 
125,000 French children during the last five years, 
and referred to the reports on the subject made to 
the League of Nations which, he said, were on the 
whole favourable to the vaccine. He admitted, how- 
ever, that the League commissions had been com- 
posed, with one exception, of men who were known to 
be in favour of the vaccine, and that many opponents 
of its use had found no place there. Dr. Petroff was 
uncompromisingly against the use of BCG in this 
country. He had inoculated animals with BCG 
and found that 2 per cent. of them acquired generalised 
tuberculosis, and he thought there was danger of a 
mutation from the bovine to the human type of 
bacillus. 

Physiology of the Singing Voice. 

A recent study on the physiology of the singing 
voice, of which a preliminary announcement has 
appeared in Science, appears to indicate that orthodox 
teaching has been at fault in encouraging a single 
type of breathing—the costodiaphragmatic. This 
teaching has been based on the fact that this method 
involves a minimum respiratory rate for a given 
volume of air, and so is supposed to diminish respira- 
tory fatigue. It is now suggested that in singing 
fatigue of the powerful respiratory muscles is but 
a remote contingency, whereas the delicate thyro- 
arytenoid musculature is easily tired. Different 
types of respiration should be employed for different 
tone ranges—chest breathing for the higher tones, 
costodiaphragmatic for intermediate tones, and 
abdominal for lower tones. This is said to lessen the 
strain upon the muscles of the larynx by changing the 
relative positions of the larynx to the shoulder-girdle, 
the base of the skull, the lower jaw, and the spine. 


Red Cross Relief. 

The number of demands on the American Red 
Cross Society for relief in disasters during the year 
ending June, 30th, 1929. is the largest in the history 
of the organisation. In the United States 117 
catastrophes have occurred and three in insular 
possessions. Local chapters have distributed over 
8.000.000 dollars for relief of these catastrophes. 
Through the League of Red Cross Societies 876.300 
has been expended in relief of 11 disasters abroad. 


The State of Massachusetts is busy mobilising for 


an active campaign against mosquitoes. There is 
little or no indigenous malaria in the State. and the 
only effects on health are those attributable to the 
irritating effects of the bite, but the economic damage 
to certain health resorts is said to be considerable, 
the summer resorts of Massachusetts being a camping- 
ground for holiday-makers in many distant towns. 
A preliminary engagement during the last season in 
the town of Brookline resulted in 96 per cent. ** free- 
dom from mosquitoes.” This has encouraged the 
State antimosquito organisation which is now 
receiving adhesions from many energetic persons. 


Stringent regulations regarding the storage of nitro- 
cellulose X ray films in hospitals. clinics, dispensaries, 
schools, colleges, homes, asylums, or institutions of 
New York State have now been adopted. Such films 
may not, under any circumstances, be stored in a 
basement. Amounts of film under 400 pounds may 
be stored in self-closing cabinets insulated with non- 
combustible material, these cabinets being located 





preferably on the upper floor, and vented to the 
outside air; the vent should open above the roof- 
line and should be at least 25 feet from any door or 
window unless the latter are below the level of the 
vent. Greater quantities of film must be stored in 
vaults that must conform to rigid specifications of 
construction, lighting, heating, and ventilation. 





Public Bealth Serbices. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 
THE following are some 1928 
administrative counties : 


statistics of four 


Death-rates 
per 1000 
births. 


Death-rates per 
1000 of the 
population. 


Name of 
county and 
estimated 
(R.-G.) 
mid-year 
population, 


Birth-rate. 
al mortality 


All causes. 
Tuberculosis. 
Cancer. 
Respiratory diseases 
with influenza. 
Infant 
mortality. 
Young child (1-5 yr.) 
mortality. 
from childbirth 


Matern 


a ae 
(1,151,020) 
Nottinghamshire 
(422,700) 

Warwickshire 
(362,020)* 

Gloucestershire . 
(338,500) 


15-4 


18-8 
16-8 


14-8 


Relation of stillbirths to live births: Kent, 3°3 per cent.; 
Warwickshire, 3°2 per cent. (midwives’ cases only); Gloucester- 
shire, 2°1 per cent. (midwives’ cases only). 

* Adjusted for alteration of boundaries on April 


Ist, chiefly 
by the extension of Coventry. 


Kent. 

Dr. Alfred Greenwood reports that infant mortality 
showed the lowest figure ever recorded in Kent, and 
that many areas had quite exceptional rates. ‘Thus, 
Folkestone (pop. 35,900) had a rate of 22; Herne 
Say (12.120) a rate of 17; and Whitstable (10,480) 
a rate of 20, while Sandgate (2456) had no infant 
deaths at all. The maternal mortality from child- 
birth in Kent is lower than in many districts. ‘Thus. 
the 1928 rate of 3:2 compares with an average of 3-4 
for the quinquennium 1924-28 and of 3-6 for the 21 
vears 1908-28. Extracts are given from the report of 
Dr. T. P. Cole, Beckenham U.D., in whose area a 
virulent epidemic of diphtheria began in October, 1927, 
and continued in 1928. Dr. Cole points out that the 
curve of incidence and the curve of susceptibility are 
widely divergent before the age of five, but later 
correspond closely owing to school entrance. The 
logical proceeding, therefore, is to immunise children 
before they enter school. It was found difficult in 
Beckenham to convince the parents of the desirability 
of this procedure, but when the epidemic reappeared 
in October, 1928, 47 per cent. of the children whose 
parents were circularised were immunised. The 
borough of Chatham (pop. 41,390) was more heavily 
attacked by diphtheria than any area in Kent. There 
were 447 notifications affecting 374 separate house- 
holds in every part of the town and 30 deaths. 
Dr. J. Holroyde (M.O.H.) found that the greatest 
difficulty in dealing with the outbreak was the delay 
in securing medical attention. Usually the patient 
was ill for three or four days before a doctor was called 
in and the administration of antitoxin was useless. 
There were ten notifications of malaria in nine different 
districts. and several of the district reports refer to 
action taken to lessen the nuisance and danger from 
mosquitoes. 
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The death-rate from pulmonary tuberculosis was 
the same as in 1927 and compared favourably with 
the average rate for the past ten years, whilst the 
non-pulmonary tuberculosis rate was lower than ever 
before. Details,are given of the successful operation 
of the county scheme during the year. Out of 9470 
patients on the register 6122 received some form of 
treatment under the scheme. Every effort is made to 
keep the accommodation in the county sanatorium 
at Lenham for patients in the early stages of the 
disease. Dr. F. J. Pierce, the medical superintendent, 
reports that of the special forms of treatment artificial 
pneumothorax gave the most satisfactory results. 
Of the 380 patients discharged during the vear 30-5 
per cent. were classified as quiescent ; 47-1 per cent. 
as improved ; 20-0 per cent, as not materially improved ; 
and 2-4 per cent. died in the institution. Arrange- 
ments are made with various hospitals in the county 
for X ray diagnosis and light treatment. Vorty-five 
patients were treated by Finsen light for lupus and 
tuberculous skin diseases at London hospitals, 
and when necessary the county council provided 
travelling facilities and for the boarding out of 
patients near the hospital. Dr. Charles Roper, 
tuberculosis officer for the Rochester district, makes 
special reference to the difficulty in removing from 
the register patients who have been * labelled” as 
tuberculous and are really old-standing cases of 
pulmonary fibrosis. bronchiectasis, asthma, and chronic 
bronchitis. The number of patients attending the 
V.D. clinics for syphilis has been fairly constant during 
the past six years, but the numbers of gonorrha@a 
patients and patients with ‘diseases other than 
venereal’ have shown a tendency to increase. The 
number of attendances has considerably increased, 
but 26 per cent. of the syphilis patients and 12 per 
cent. of the gonorrhcea patients cease attendance 
before completing the course of treatment. 

The work of the county pathological laboratories 
has been much appreciated by the medical prac- 
titioners, and the total of 33,005 examinations 
exceeded the previous record by 4544. The county 
scheme for crippled children has 48 beds for tuber- 
eulous and 32 for non-tuberculous cripples at the 
Alexandra Hospital, Swanley, where education is 
provided for children of school age, while three other 
hospitals at Maidstone. Canterbury. and Dartford 
provide beds for short stay cases. These three hos- 
pitals have established seven out-patient clinics in 
various parts of the county which are attended by 
their orthopedic surgeons. The new _ patients 
attending these clinics during the year numbered 414. 
The new houses erected numbered 6617—a marked 
decline as compared with che previous year’s figure of 
9023. The shortage of houses is estimated at 5000 
—i.e.. only a little better than it was five vears ago. 


Nottinghamshire. 

Dr. Christopher Tibbits presents the report for @ 
period during which he held only a partial responsi- 
bilitv, owing to the death of his predecessor, Dr. 
T. E. Holmes. after a short illness on Dee. 24th. 
1928. He mentions that a new child welfare and 
school centre is to be established at Stapleford, and 
that provision has been made for the removal of the 
health department staff to more commodious premises. 
The increased work of the department calls for an 
enlarged staff. A difficulty has arisen owing to the 
shortage of midwives, nurses, and health visitors. 
and as a temporary solution pupil health visitors 
are being taken. The maternal mortality-rate is 
slightly in excess of the figure for the whole country 
and Dr. Tibbits puts among the urgent needs 
adequate antenatal supervision, with the services of 
consultants available ; hospital provision for compli- 
cated cases and those in unsuitable homes: hospital 
beds for puerperal sepsis ; an adequate rural midwifery 
service ; and dental treatment for expectant mothers. 

Most of the midwives in the county have acquired 
some proficiency in antenatal work. They are 
advised to persuade their patients to obtain medical 
antenatal examination at least once: and that they 








are alive to the importance of antenatal work is 
indicated by the fact that of the 1500 cases in which 
they summoned medical help during 1928 abnor- 
malities of pregnancy were the reason in 288 instances. 
Notification of puerperal fever is incomplete. In 
1928 there were 14 notifications and 13 deaths and 
in 1927 10 notifications and 12 deaths. <A special 
report by one of the county consultants, Mr. A. M. 
Webber, F.R.C.S., gives the particulars of 19 county 
cases of puerperal pyrexia treated by him, mostly 
admitted to the General Hospital, Nottingham, with 
3 deaths. As a rule in ‘ positive blood cases’ Mr. 
Webber finds blood transfusions give gratifving results 
but they did not do so in this particular series. Intra- 
uterine glycerin) douches gave successful results 
and anti-scarlet fever serum appeared to be beneficial. 
Dr. Webber points out that for these elaborate 
methods of treatment immediate admission to 
a hospital is essential. 

The Ransom sanatorium maintained by the county 
council has 130 beds and more accommodation is 
needed, particularly for cases of early tuberculosis 
in female adults. Decision as to this and other 
matters is deferred owing to the pending transfer of 
institutions tothe county council. Dr. Tibbits points 
out that a more comprehensive procedure is neededwith 
regard tothe Milk and Dairies Order. The county vet 
erinary officers examined 3085 animals and found 160 
(or 5 per cent.) suffering from tuberculosis. About half 
of them were cows in milk, and most of them were in 
an advanced stage of the disease. Four complaints 
were received from the L.C.C. as to tuberculous milk 
and in each case the source of infection was traced. 
The prevention of the pollution of rivers was pursued 
more effectively owing to the appointment of a full- 
time rivers’ inspector. But there is very much more 
to be done before the streams of the county can be 
considered satisfactory. Dr. Tibbits deplores the fact 
that the streams are used for the disposal of all kinds of 
refuse and suggests that the Rural Community Council 
through its series of lectures and the schools might 
endeavour to prevent this state of affairs by stirring 
up local pride and jealousy for the preservation of 
rural amenities. Industrial concerns appear to be 
coéperating well but the treatment of the waste from 
the two beet sugar factories is still in the experimental 
stage. and among other sources of pollution needing 
attention are coal washings, oil and the effluent from 
paper mills. The hydrographical survey of the Trent 
during 1928 showed the dominating influence of the 
pollutions from the potteries, the River Tame, and the 
Burton areas with a gradual improvement below these 
points and until in the Nottinghamshire area the aver- 
age oxygen saturacion value becomes 83°5 per cent. 
Private enterprise mainly with State assistance was 
responsible for 80 per cent. of the new houses erected 
in 1928. Eight grants were approved amounting to 
£1490 under the Housing (Rural Workers) Act, 1926. 
One was for the conversion of an old manor house into 
three cottages, another for the conversion of a barn into 
four cottages, and six were for the improvement of old 
teen Warwickshire. 

Dr. A. Hamilton Wood’s report shows that the 
epidemic of small-pox which began in the last quarter 
of 1927 continued during the early months of 1928, 
when 124 cases were notified and four deaths were 
registered. Immunisation schemes against diphtheria 
have not yet been introduced in the administrative 
county, although this preventive measure is being used 
in Birmingham and Coventry. ‘There were 18 notifica- 
tions of encephalitis lethargica and 15 deaths. There 
were two deaths at the period 1 to 2 years ; two at 2 to 
5; three deaths at 5 to 15; two at 15 to 25; one at 
25 to 45: and five at 45 to 65. 

Inquiries were held for improvement schemes for 
the sewage works of Nuneaton and Coventry. The 
county staff has made surveys of the rivers Tame and 
Avon and their tributaries in coéperation with the 
Ministry of Agriculture and Fisheries,and the attention 
of eight authorities has been drawn to defects in sewage 
disposal works. During the year 99 routine samples 
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of milk were examined for tubercle, of which LO were 
found to be infected. Fifty-one notifications of 
tubercle-infected milk were received, most from outside 
authorities. and as a result 29 cows were slaughtered 
under the Tuberculosis Order. There are three pro- 
ducers of ** Certified’? milk and four of ** Grade A 
(T.T).” Of 79 samples of milk examined for the 
presence of dirt eight were unsatisfactory. Bramcote 
Sanatorium was used for advanced cases of tuber- 
culosis until January, 1928, when it became needed for 
its original purpose—small-pox. Provision was then 
made of 40 beds for advanced cases of consumption at 
the Memorial Sanatorium, Warwick. Even with this 
accommodation there is a considerable waiting-list 
and probably some of the poor-law hospital accommoda- 
tion will be utilised for this purpose after the transfer, 
with the additional advantage that the beds for the 
advanced cases will be brought nearer to the relatives. 
The extension of the boundaries of Coventry involved 
the transfer of 74 patients on the register. The seven 
dispensaries are managed by the Warwickshire and 
Coventry joint committee. The contacts examined 
are few in number, 323, but showed an increase over 
the 1927 figure of 266. Of the 323, nine were tuber- 
culous and one doubtful. Seven of the patients attend- 
ing these dispensaries were having artificial pneumo- 
thorax treatment. Since 1927 the joint committee 
has made arrangements for other operative treatment 
at a London hospital—-viz., pneumolysis, division of 
the phrenic nerve, and thoracoplasty—and during the 
year one patient underwent pneumolysis and three 
thoracoplasty with satisfactory results up to the 
present. There were 25 notifications of puerperal 
sepsis with 13 deaths, but some of the 44 notifications 
of puerperal pyrexia were really sepsis cases, thereby 
reducing the high case fatality. The total births num- 
bered 6099, and 306 expectant mothers were on the 
register of the five county antenatal clinics. Dr. Wood 
recommends the county council to compensate the 
midwives for the loss of fees resulting from sending 
their abnormal cases to the clinics. 


The orthopaedic scheme has been extended by the 
inclusion of the orthopedic hospital at Coleshill and the 
opening of the outclinics at Coleshill and Strat ford-on- 


Avon. The needs of the north of the county are also 
being met by the establishment of an outclinic at 
Tamworth. The progress of the scheme is indicated 
by the increase of cases dealt with to 580 from 312 in 
the previous year. 

Interest and enthusiasm in maternity and child 
welfare work has been stirred up during the last three 
vears by the Warwickshire Federation of Infant 
Welfare Centres, and this federation has recognised the 
long service of the county superintendent of midwives 
and health visitors by providing an artistic bronze 
shield, ‘‘ the Mildred Lowe Shield,” for competition 
annually among the voluntary infant welfare centres. 
Dr. Wood describes the continuing housing activity 
as ‘indeed encouraging.” Of the 2385 new houses, 
1711 were State assisted, 600 provided by local 
authorities. and 1111 by other enterprise. 


Gloucestershire. 

Dr. J. Middleton Martin mentions as a sign of 
increasing interest in the M. & C.W. work the appoint- 
ment of Dr. E. Catherine Morris Jones as assistant 
medical officer and the formation of a federation of 
welfare centres early in 1929. Up to now the number 
of centres, 29, is comparatively small, and it is hoped 
that the federation will be instrumental in opening 
many more. Progress has been made in the pooling 
of hospital accommodation, and further progress is 
expected in the districts to the west of the Severn. 
Adequate water-supplies are to be provided for two 
parts of the county badly in need of such—viz., Cole- 
ford urban and West Dean rural districts and Cleeve 
Hill in the Winchcombe R.D. 

Temporary appointments have been made to fill two 
death vacancies with a view to effecting another com- 
bination of districts for the appointment of a whole- 
time medical officer of health. Such combinations at 
present cover two-thirds of the county, and there are 


12 part-time medical officers of health for the remain- 
ing 14 districts. 

The ‘vices of obstetric consultants have been 
extend to include difficult labour. During 1927 
there were eight consultations for pyrexia and thre« 
for pregnancy and confinements, wh: st during 1928 
the figures were 10 and 4. Less reluctance is shown in 
taking advantage of in-patient treatment for confine- 
ments. Thus during the last four years the number of 
hospital admissions for confinements has increased 
gradually from 18 to 60; and during the last two vears 
13 cases were admitted for pyrexia. <A tabular state- 
ment shows the development of the midwifery service 
since 1905. In 1905 there were 53 trained and 175 
untrained midwives ; in 1928 there were 235 trained 
and 17 untrained. In 1905 there were 174 parishes 
covered by district midwives; now 327 are covered. 
During 1921-25 the midwives sent for medical help in 
25-1 per cent. of their cases; for 1926 the figure was 
32-9 percent.; for 1927, 34-0 per cent. ; and for 1928, 
39-2 per cent. Dr. Martin draws the conclusion that 
this rise indicates improved attendance on mothers 
and infants. During recent years the midwives have 
attended two-thirds of the mothers in the county in 
their confinements. In the investigation of the 23 
maternal deaths, Dr. Martin mentions that he received 
the willing coéperation of the doctors, the principal 
assigned causes being puerperal fever, 9; eclampsia, 
6; and postpartum haemorrhage, 3.9 The chairman 
of the public health committee (Rev. R. H. M. Bouth) 
is also chairman of the County Association for the 
Blind, which administers the approved scheme. On 
March $list, 1929, there were 591 blind on the register 
and 129 cases under observation. There are 105 
voluntary workers, who keep in touch with the blind 
persons in their neighbourhood. The workshops for 
the blind at Cheltenham were taken over by the county 
councilin April, 1928. The scheme for the extension 
of medical services has made further progress. There 
are now 12 outstations, and the hospital accommoda- 
tion available in addition to the general hospitals at 
Bristol, Cheltenham, Gloucester, and Stroud includes 
three smaller institutions in other parts of the county. 
Twelve additional outstations are to be opened during 
the next three vears. The patients treated increased 
from 316 in 1927 to 390 in 1928, largely owing to the 
opening of the new outstation at Lydney. Forty-nine 
cases were admitted to hospital for operative treat- 
ment and 10 per refitting, &&. Cases who have passed 
out of the scheme by reaching the age of 14 have been 
kept in touch with, and Dr. Martin pleads for an 
extension of the age limit. An extra orthopedic nurse 
has been appointed to ensure following up. The cases 
treated included flat feet, 89; bow legs, 75; infantile 
paralysis, 47; congenital talipes equino varus, 22: 
cleft palate and harelip, 14; and scoliosis, 13. 

The estimated deficit of 6400 houses made in 1919 
is being gradually reduced, but on the other hand 
little has yet been done to improve existing houses, 
and Dr. Martin thinks that in this di: ection lies the most 
useful opportunities for improving the general standard 
of housing. Such restorations require ingenuity in 
order to preserve local characteristics, and the Council 
for the Preservation of Rural England has established 
panels of architects, who are willing, without charge. 
to assist local authorities and others in the general 
preservation of the amenities of rural areas in con- 
nexion with the Housing (Rural Workers) Act. So far 
Gloucestershire has done very little under this Act. 
In 1927 there were 12 applications and four agreed 
grants; and in 1928 there were 9 applications and two 
agreed grants. 

The county analyst’s report shows that 74 out of 
185 milk samples submitted were adulterated. This 
represents 15:3 per cent. and is very much higher than 
the figure for the whole country. which for the year 
1927-28 was 6-9 per cent. The most serious case of 
adulteration was one where samples were taken in 
course of delivery under contract, and the four churns 
were found to contain 26-9 per cent., 19-1 per cent.. 
51-3 per cent., and 18-7 per cent. added water, and also 
to be deprived of about. half of their cream. This 
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vendor was fined £10 in each case and £14 148. costs, 
making £54 14s. inall. Twenty-eight cases of adultera- 
tion were taken before the magistrates and conviction 
obtained in 25. In two cases the vendor asked for 
** appeal to the cow ”’ samples to be taken, and it was 
found that the cows were giving poor milk correspond- 
ing to the samples. Four surveys of dairy cattle by 
the veterinary inspectors have revealed 285, 264, 179, 
and 162 tuberculous animals, including 55, 32,29, and 
15 cases of tubercle of the udder. The cows examined 
numbered 52,131, 53,623, 44,648, and 42,126. 


INFECTIOUS DISEASE 
WALES DURING 


IN ENGLAND AND 
THE WEEK ENDED 
DEC. 28TH 1929. 
Notifications.—The following cases of 
disease were notified during the week : 
232; scarlet fever, 2538; diphtheria, 1495; enteric 
fever, 36; pneumonia, 1019; puerperal fever, 32 ; 
puerperal pyrexia, 89; cerebro-spinal fever, 3; acute 
poliomyelitis, 4; acute polio-encephalitis, 1 ; encephal- 
itis lethargica, 12 ; continued fever, 1 ; dysentery, 8 ; 
ophthalmia neonatorum, 76. No case of cholera, 
plague, or typhus fever was notified during the week. 


infectious 
Small-pox, 


The number of cases in the Infectious Hospitals of the 
Metropolitan Asylums Board on Dec. 3lst-Jan. Ist was as 
follows : Small-pox, 415 under treatment, 13 under observa- 
tion (last week 367 and 6 respectively) ; scarlet fever, 2729 ; 
diphtheria, 2743 ; enteric fever, 33; measles, 736; whoop- 
ing cough, 135; puerperal fever, 24 (plus 12 babies) ; 
encephalitis lethargica, 118; poliomyelitis, 2; ‘* other 
diseases,’ 15. At St. Margaret’s Hospital there were 12 
babies (plus 6 mothers) with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns including 
London there was no death from small-pox, 3 (0) 
from enteric fever, 47 (17) from measles, 10 (5) from 
scarlet fever, 18 (3) from whooping-cough, 64 (9) 
from diphtheria, 50 (7) from diarrhoea and enteritis 
under two years, and 58 (8) from influenza. The 
figures in parentheses are those for London itself. 


Wigan reported 8 deaths from measles; West Ham, 
Manchester, and Merthyr Tydfil, each 4. Of the 43 deaths 
from diarrhcea outside London 10 came from Liverpool, 5 
from Salford, and 3 from Preston. Brighton records only 
1 death from influenza (against 8 last week). Manchester 5, 
Portsmouth, Stoke-on-Trent, Liverpool and Sheffield, each 3. 


The number of stillbirths notified during the week was 


267 (corresponding to a rate of 61 per 1000 births), 
including 52 in London. 





GREENOCK AUXILIARY Hospirat.—The new 
hospital which has been erected at a cost of £60,000 as an 
auxiliary to Greenock Royal Infirmary was opened recently 
by Miss Rankin who, jointly with her brother, Mr. Matthew 
Rankin, gave £20,000 as the nucleus of the fund for building, 
equipment, and endowment. There are two wards to 
accommodate between 20 and 30 men and women con- 
valescents from the infirmary, and 18 private and semi- 
private rooms for paying patients. 


DONATIONS AND BEQUESTS.—Lady Cargill, of 
Kelvinside, Glasgow, among other bequests, left £3000 to the 
Glasgow Royal Maternity and Women’s Hospital, including 
a sum for the endowment of a bed to be called ‘* The Mary 
Hope Cargill Bed,’ £2000 to the Royal Samaritan Hospital 
for Women, Glasgow, £1000 to the Royal Hospital for Sick 
Children, Glasgow, and £500 to the Glasgow Royal Cancer 
Hospital—Mr. Arthur Sale, of Wallington, Surrey, 
among other bequests, left £1000 to the Derby- 
shire Royal Infirmary; £500 to the Royal Hospital for 
Incurables, Putney; £100 to the London Hospital.— 
Lieut.-Colonel W. B. Brocklehurst, of Butley Hall, near 
Macclesfield, left £1000 to the Macclesfield General Infirmary 
Endowment Fund.—Dr. W. R. Ashurst, of Farningham, 
Kent, left over £100,000 for charity, the participating 
institutions including the Lock Hospital, Association for 
Promoting the General Welfare of the Blind; Free Home 
for the Dying, Clapham Common, British Hospital and 
Home for Incurables, Streatham, Middlesex Hospital, 
Charing Cross Hospital, and St. Mary’s Hospital. 





“ Audi alteram partem.’’ 


BAD RADIOGRAMS. 
To the Editor of Tue LANCET. 


Sir,—Your leading article in the last issue on 
The Coming of Radiology is of special interest to 
those who have followed the recent discussions and 
letters on this subject. 

One very vital aspect of the case, however, seems 
to me to have been overlooked—namely, the pre- 
eminent importance of an X ray film which is 
technically and photographically of high standard. 
It is a regrettable fact that many very poor general 
and dental radiograms are still being produced, and 
the natural result is that the dental surgeon, the 
general practitioner and the patient are not thereby 
encouraged to utilise radiology to its fullest extent. 
A poor film may be more of a hindrance than a help ; 
it cannot be * explained ” to the patient, a large and 
increasing number of whom insist, justifiably in my 
opinion, upon seeing what are, after all. photographs 
of themselves for which they have paid a fee. Let 
me, however, emulate Agag, and tread delicately 
over this controversial topic ! 

I contend that a greatly extended use of radiology 
would be made if a more uniform standard of excellence 
could be relied upon. This is no insuperable obstacle 
as thousands of first-class radiograms are taken daily. 

I am, Sir, yours faithfully, 
J. D. Kipp, M.B., D.M.R.E.Camb. 

Cavendish-square, W., Jan. 6th, 1930, 


THE BRUIT D’AIRAIN. 
To the Editor of THE LANCET. 


Sir,—I am indebted to ** Anglo-Gallicus’’ for his 
kindly remarks and criticisms of the paper on the 
Bruit d’Airain, or Coin Sound, by Dr. Dix-Perkin 
and myself. From the internal evidence of his letter 
I would deduce that he is a Saint-Bartien, if I may 
be allowed to coin an Anglo-gallicism. But this is by 
the way. 

I feel that the main point of our work has not 
‘got across,” as our American friends would say. 
The fact that coins are not essential for the production 
of the bruit d’airain is a minor point of our thesis. 
This fact is known, or should have been known were 
it not that the bruit d’airain is called the coin sound 
in this country. What we did try to show were the 
reasons why the bruit d’airain is heard in some cases 
and not in others. I do not propose to take up your 
space by restating them. 

Admittedly Laennec recognised the _ tinkling 
qualities of a pneumothorax cavity, but the sound 
obtained by percussion over a tonneau vide does not 
constitute a bruit d’airain, which did not, as ** Anglo- 
Gallicus ’’ pointed out, become a definite entity until 
Trousseau described it. We should, perhaps, have 
made the point clearer. 

But I feel that I must cross swords with ‘‘Anglo- 
Gallicus ’’ about the translation of airain. It does 
mean bronze, but it also means brass. In most 
languages many wordshave varying shades of meaning. 
The French word bronze most commonly means 
bronze, but in one connexion it must be translated 
by brass. Airain means (1) brass, (2) bronze, (3) 
bell-metal, (4) gun-metal. In one of its figurative 
senses it means boldness—e.g., avoir un front d’airain 
means “‘ not to blush at anything,”’ or ‘‘ to be brazen- 
faced.’ Again, siécle d’airain means bronze age. 
And so on. I admit that in the industrial sense brass 
is translated by cuivre jaune—e.g., fonderie de cuivre 
means brass foundry; or again by Jlaiton—e.g., 
usine de laiton means brass works. An object made 
of brass is colloquially referred to as cuivre jaune, or 
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more usually cuivre. But in the term bruit d’airain 
we are not dealing with brass in the industrial or 
colloquial sense. Rather, it has a figurative or 
poetical implication. And in French poetry or prose 
where a brass-like sound is referred to, it is always 
rendered by airain. To take one well-known example 
in English from the New Testament—(I Corinthians, 
xiii., 1) : “* Though I speak with the tongues of men and 
ofangels,and have not charity, Iam become as sounding 
brass, or a tinkling cymbal.”’ This, in the French 
Testament, runs as follows : ‘‘ Quand je parlerais les 
langues des hommes et des anges, si je n’ai pas la 
charité, je suis un airain qui résonne, ou une cymbale 
qui retentit.”” One could give many other examples 
of this use of airain. In English we talk of a ‘* brassy ”’ 
sound, never of a “ bronzy’”’ sound. 

Perhaps the confusion between the terms brass and 
bronze in various languages (in Spanish, for instance, 
bronce means both brass and bronze), lies in the fact 
that they both refer to alloys of copper. and the dis- 
tinction between them is not popularly known. 

I am, Sir, yours faithfully, 
A. I, GRANVILLE MCLAUGHLIN. 
St. Thomas’s Hospital, S.E., Jan. 4th, 1930. 


INFECTION AS A CAUSE 
MELLITUS. 
To the Editor of Tue LANCET. 


Sir,—Your annotation on the subject of the etiology 
of diabetes mellitus in the issue of Jan, 4th prompts 
me to relate the following case. I was called to see 
a child, aged 4, with typical diabetes with a history 
of wasting, thirst, and polyuria of three months, 
and of drowsiness for 24 hours, and with urine loaded 
with sugar and showing a markedly positive ferric 
chloride test. The weight was 30 Ib. 5 oz. Insulin 
treatment was instituted and during the following 16 
days the dosage was increased from 6 units twice a 
day to 25 units in the morning and 20 units in the 
evening. At this stage there was a trace of sugar in 
the urine, the ferric chloride test was negative, and the 
weight had increased by 31lb. 7 0z. On the sixteenth 
day a round worm six inches long was passed, 
and from this stage until the twenty-eighth day the 
amount of sugar showed a steady diminution, and the 
amount of insulin was correspondingly reduced, until 
at the end of the period the urine was sugar free with 
no insulin, and the weight had increased by a further 
llb. 90z. At no time was the food reduced, the 
patient being on a full diet. Subsequently it was 
necessary to recommence insulin (6 units twice a day), 
with which treatment the child has remained well, 
and has continued putting on weight for three months. 

The marked recovery which followed the passage 
of the round worm seems to suggest that the worm 
had some bearing in the causation of the diabetes. 
and I should be glad to know your views or those of 
any of your readers on the subject. 

I am, Sir. yours faithfully. 
A. T. L. Ktnepoxn, M.R.CS., L.R.C.P. 


Leominster, Jan. 5th, 1930. 


OF DIABETES 


PROGRESS IN UROLOGY. 
To the Editor of THE LANCET. 

Sir,—In his Campbell oration, published in THE 
LANCET of Dec. 28th, 1929. Prof. A. Fullerton states 
that radium in the form of emanation seeds applied 
through the cystoscope is one of the most important 
and successful methods at our disposal for dealing 
with tumours of the bladder. I have recently stressed 
in your columns (1929, ii., 146) the reasons why this 
is one of the most unscientific methods. Three weeks 
ago I had to perform suprapubic cystotomy on a 
woman in order to remove calculi, the nuclei of which 
were emanation seeds, and also to dissect out a slough 
of the bladder wall, which contained more seeds. In 
this patient there still remains the danger of the 











formation of a vesico-vaginal fistula, owing to 
destruction of tissue from radium overdosage. The 
original lesion was stated to be a growth of the base of 
the bladder, the nature of which I maintain could 
not be accurately determined without microscopic 
examination, nor its extent without digital palpation. 
I am, Sir, yours faithfully, 
A. CLIFFORD MoRsSoN,. 
Brook-street, Grosvenor-square, W., Jan. 4th, 1930. 


IRRADIATED DEXTROCID IN THE 
TREATMENT OF MALIGNANT TUMOURS. 
To the Editor of THe LANCET. 


_ Sir,—I notice in THE Lancet of Jan. 4th a very 
interesting article on the Treatment of Malignant 
Tumours with Radium Catgut by Prof. Eugen 


Joseph, of the University of Berlin. In this article 
he mentions a compound of iodine and cerium called 
* Introcid.”” It may not be commonly known in 
this country that Prof. Friedrich Voltz, the famous 
radiologist, working with Geheimrat Prof. Déderlein 
at the Universitats-Frauenklinik, Munich, is using in 
every case a similar preparation called ** Dextrocid.”’ 
containing dextrose, cerium, and iodine. This is 
obtainable from Hans Portratz, Hamburg. 39, 
Millenkamp, 63, in 10 c¢.cm. ampoules. It is injected 
into the veins at the bend of the elbow immediately 
before irradiation by rontgenotherapy with a current 
of 200 K.V., and 2.5 to 3 M.A., with appropriate thick 
filter of copper, suitable distance of tube, given 
skin erythema dosage, and given field. The theory 
of this injection is that the cancer is sugar hungry. 
and attracts the dextrose which carries with it the 
heavy metal cerium and the iodine, and when sub- 
jected to deep therapy the molecules and atoms are 
split up favourably and sensitise the tumour to the 
X rays. This idea is reminiscent of that put forward 
by Dr. Monckton Copeman, who advises surface 
applications and injections in ulcerating growths. 
of sodium fluorescein, or better, strontium fluorescin, 
the latter being preferable on account of heavy 
atomic weight. Cerium is still heavier than strontium. 
But I have never heard that any of these preparations 
of cerium or metallic combinations of fluorescin 
have any effect whatsoever by themselves unless 
immediately subjected to X rays. 

** Radium Catgut,”’ as advised by Dr. Joseph, would 
appear to be dangerous to surgeon and patient alike, 
but further experience should prove or disprove its 
value.—I am, Sir, yours faithfully. 

SPENCER. Mort, M.D... M.S... F.R.C.S., 
Surgical Director, in Charge of Radium Department, 
North Middlesex Hospital, London, N. 
Jan. 5th, 1930. 

*,* Karly in 1928 we received samples both of 
* Introcid ’ and ** Dextrocid ” from the firm mentioned 
by Mr. Mort, which apparently deals with both 
preparations (see THE LANCET, 1928, i., 270).—Eb. L. 


EMPHYSEMA TREATED 
THERAPY. 
To the Editor of THE LANCET. 


BY MECHANO- 


Sir,—I was much interested in Dr. Harry Campbell's 
remarks on mechanotherapy in emphysema in THE 
LANCET of Jan. 4th. In the clinical note which he criti- 
cises I could not give full information regarding the 
raison d’étre of the treatment employed. During the 
first days that I was looking after the patient concerned 
his condition was too distressed to permit of accurate 
chest measurements being taken, but the circum- 
ference, as soon as it could be ascertained, was 23 
inches greater than at the close of the treatment : at 
this time, in addition, the apices were seen to be much 
less bulging. Dr. Campbell appears to take no account 


of the improved diaphragmatic movement, which 
tends to lessen the tense condition of the thorax and 
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give greater facilities for oxygenation. From the 
clinical point of view I cannot agree that the position 
of forced inspiration is very good for the patient 
(although it may be the best state that Nature unaided 
can bring about). The seriousness of the condition 
is (as we all know) due to loss of elasticity in the lungs 
and chest; the treatment [ advocate restores this 
want in greater or lesser degree and this cannot be 
otherwise than advantageous to the patient. Local 
manual compression of the chest, especially during an 
attack of coughing, is most grateful to the patient 
provided that it is applied elastically and not as a 
dead weight. The chest wall will not merely have 
its shape altered, but will also become actually 
smaller if the rigid costo-chondral joints are rendered 
mobile, the intercostal muscles more active, and 
expiration more complete (I have never pretended to 
restore the quite youthful thorax). Attempts to 
treat emphysema on the lines given by me have been 
successfully made since 1865, and more particularly 
since 1873, when Prof. Gerhardt of Berlin made his 
first communication on the subject. I have never 
heard of any bad results where similar methods have 
been employed, provided that the technique was 
correct, and I think that there is no danger whatever 
of ‘‘ fatal asphyxia ’’ on which Dr. Campbell lays 
such stress. Perhaps he has not realised that the 
chest mobilisation as employed by me is a gradual 
process, each series of compressions lasting about 
2-6 seconds, and not a sudden violent one. I[ am 
surprised that Dr. Campbell has not found that 
emphysematous chests become smaller after the 


patients have performed the expiratory exercises 
advocated by him over 30 years ago in a book entitled 
‘* Respiratory Exercises.” 
I am, Sir, yours faithfully, 
A. KELLGREN-CYRIAX, 
Welbeck-street, W., Jan. 5th, 1930. 





THE DUMPING 
To the 


Srr,— May I be allowed to express my appreciation 
of the Purvis Oration by Sir E. Farquhar Buzzard, 
published in your issue of Jan. 4th. I have kept 
records of 307 out-patient psychiatric cases seen at 
the Western Infirmary, Glasgow, between 1923 and 
1926. Of these, 28-5 per cent. were cases in which 
depression was a leading symptom, without signs of 
gross organic disease. This figure was made up of: 
psychoneuroses 13:3 per cent., and manic-depressive 
psychoses 14-7 per cent.—thus approximating closely 
to Sir Farquhar Buzzard’s figure of a “ fifty-fifty 
proportion ’’ between these two conditions. Now, 
to the medical man without a psychiatric training, 
practically all these cases were just examples of 
‘** depression’ or ‘‘ neurasthenia,” with the term 
** mental case ’’ as an occasional alternative diagnosis. 
The point, so very properly stressed in the Purvis 
Oration, is that these two groups demand an abso- 
lutely different mode of treatment ; and if the treat- 
ment appropriate to a manic-depressive depression 
is applied to a neurasthenic, or vice versa, the result 
at best is unsatisfactory, and at worst is disastrous. 
True neurasthenia is as clean-cut a clinical picture as 
one is likely to see in psychiatry. That the term has 
become a dumping ground is the fault not of the 
general practitioner, but of a system of medical 
education which expected that the whole of psychiatry 
—i.e., human nature in its most complex and 
inaccessible phase—could be taught in ten lectures 
and ten demonstrations, usually of chronic psychotic 
patients, to the exclusion of psychoneuroses and 
early psychoses. Thankfully we observe, with the 
belated advent of psychiatric clinics in this country, 
the commencement of a better psychiatric education 
for medical students. One hopes that the day is not 
far distant when attendance of students at 
‘*‘ psychiatric out-patients ”’ will be compulsory, on 
the grounds that it is there that the student will see 
the type of case he will have to deal with in practice— 


GROUND OF NEURASTHENIA, 
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even as this has long been recognised so far as ordinary 
medical and surgical cases are concerned. 

One other aspect of Sir Farquhar Buzzard’s 
oration calls for special appreciation. It is that he 
attracts attention once more to the importance of 
clinical psychiatry. One hears so frequently in these 
days that clinical psychiatry is dead, that we can 
learn nothing more from it, and that the biochemist 
is the man who is going to solve all our problems of 
human nature. Mercifully we have given up the 
hopeless task of chasing ‘“‘ideas”’ from one brain 
cell to another. Can it be that the ultra-biochemists 
are, in the words of their equally one-sided opponents, 
the ultra-psychologists, taking a “* flight from reality,” 
from an “intolerable situation,’ into a ‘ world of 
phantasy,” so rich in hydrogen-ion concentrations, 
sedimentation velocities, and phospho-proteins, that 
they forget that the main problem is that of an 
individual trying to grapple with and adapt himself 
to his environment, and that the object of psychiatry 
is to find out why he is not doing it successfully 

Consider what clinical psychiatry was in Clouston’s 
day: a careful, detailed, individualistic record of the 
patient’s life and the stresses which were brought to 
bear on it; a method of approach which, amplified 
and extended since first Clouston outlined it, now 
reaches its mature form in the teachings of Adolf 
Meyer with his * doctrine of integration’? and his 
* psycho-biological view-point.’’ This doctrine does 
away once and for all with the old dualistic contro- 
versy of body and mind as a necessary part of 
psychiatric philosophy : and it recognises no incom- 
patibility between functional and organic psychoses, 
or diseases. It deals only with facts, avoiding the 
phantastic hypotheses of the extreme biochemists 
and extreme psychologists, so that by its use we may 
hope to acquire ‘‘a due sense of proportion, and a 
lively sense of the ridiculous,” 

I am, Sir, yours faithfully, 
IAN SKOTTOWE, 
Deputy Medical Superintendent, Cardiff City 


Jan. 6th, 1930. Mental Hospital. 


MUTILATING OPERATIONS, 
To the Editor of THe LANCEr. 


Sir,—My friend Mr. Hanschell thinks that *‘ some 
rather obvious data have been overlooked ”’ by me. 
But I assure him that I have long been familiar with 
all those so clearly set out by him, and that none seems 
to me inconsistent with what I wrote. Indeed, I 
thought my recognition of them was implicit in my 
phrases. But I am grateful for the opportunity of 
being explicit, in terms of individual psychology, and 
of clearing myself from the reproach of being 
** baffling,”’ even if I acquire that of being banal. 

It is of the very essence of individual psychology 
that ‘* circumstances alter cases,’ and that, in Adler’s 
words, not only the trauma or the organ-inferiority 
is of importance, but the courage with which either 
is met. There may be all the difference in the world 
between ritual circumcision, done under appropriate 
conditions, and the boggling ‘snips,’ clumsily 
carried out by house surgeons and others which do, 
in sO many cases, actually “strip the penis,’ and set 
up, according to the standards of the unmutilated, a 
truly villainous deformity. So, in writing that ‘“‘ one 
is compelled to consider the effect, in provoking racial 
neurosis, of racial and ritual circumcision ”’ 
did not suggest that ritual circumcision always 
provokes racial neurosis—far less that it always does 
so in the restricted sense in which Mr. Hanschell 
seems to use the term. I was referring to the desira- 
bility of studying the conditions under which it may, 
or does, produce racial neurosis. 

The fact is that such a trauma as a sexual mutilation, 
and such an organ-inferiority as the state of being 
without a prepuce may, like any other trauma or 
inferiority, be met by the individual in any one of 
several ways. There is, firstly, the strong, or 
Demosthenes reaction: the effort to overcome that. 
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results in a greater development of local function. 
This is well enough; but sometimes the general, 
psychical, compensatory process is carried to lengths 
that are positively anti-social, and in that sense, 
neurotic. Cruelty may beget cruelty, and the blood- 
thirsty and sadistic traits of some of the peoples 
mentioned by Mr. Hanschell are, in this view, 
psychical over-compensations for the original bloody 
experience and the consequent deformity. Such 
psychical over-compensations may be said to have 
physical analogues in the keloid scars which, as a 
matter of fact, are so often consequent upon wounds 
such as those of ritual mutilations, whose infliction 
has been attended by certain psychological reactions. 
In the great days of Judah, the predicament of being 
without a foreskin, whilst a subject of boasting in. 
the presence of the despised Philistines, was, often 
enough, definitely linked with psychical over-compen- 
sations ending in rapings, slaughters and the like. 
Now the case is altered. The mutilation of which a 
Maccabean warrior was proud in moments of victory 
and bloodshed does not appear in quite the same 
light to an intelligent, but timid little Jewish boy in 
an English public school. His reaction is of Adler’s 
second type, out of which grow the neuroses and 
psychoneuroses when his gentile school-fellows com- 
pensate for their intellectual inferiority by teasing him 
about what they (and he) deem his penile inferiority. 
There is so much difference between being a top-dog 
and the bottom one ! Now, withthe utmost admiration 
for a people among whom I am proud to have many 
friends. I do ask to what extent the present proclivity 
of the Jews to general, and not merely sexual, neurosis 
may not be connected with submission to an organ- 
mutilation, whilst in a socially inferior position 
numerically. Of course, the levels at which sexual 
trauma and sexual organ-inferiority are operative, 
in the production of neurosis, are subconscious and 
unconscious as Well as conscious ones, and the psycho- 
logical effects of a sexual trauma or sexual organ- 
inferiority, which discourages the individual, or isolates 


him to his own disadvantage, spread far beyond the 


limits of an obviously ** sexual”? neurosis. 

But when ritual circumcision is made the prelude 
to the assumption of manly rights, the lad, Masai or 
other, will set his teeth and go through the ordeal 
pluckily, just as the young rider to hounds, unless he 
be a coward, will anticipate the blooding he is to under- 
vo when in at his first death. The mutilation is one 
opening the gates of privilege. But circumcision, as 
practised in this country by many doctors, under the 
pretext that it is a safeguard against masturbation, 
is, in effect, very often asort of psychological castration, 
a mutilation that discourages the individual, isolating 
him to his own disadvantage. I appreciate immensely 
Mr. Geoffrey Keynes’s important concurrence. 

For centuries untold, I do not doubt, African girls 
have submitted to ganza (the pre-marital rite discussed 
by the Duchess of Atholl) with courage, nay, even 
with pride at their initiation into womanhood. But 
the bride who chooses pre-marital defloration, with 
scissors ‘‘ curved on the flat,’ instead of submission 
to the bridegroom’s *‘ love which thrives on obstacles,” 
is shirking an experience which, if met with courage, 
is of real value to the individual. The ‘* operation ”’ 
itself is clearly a concession—and often a willing one— 
by the ‘‘ operator ” to the demand, already neurotic, 
for an escape from an occasion for courageous personal 
effort. Our business, as physicians, seems to be to 
so guide or arrange that injury and inferiority should 
be as a stimulus to local and general development 
without anti-social over-compensation on the one 
hand, or weakening of independence on the other, 
and never an excuse for the growth of local and general 
inferiority-sense. Far less should any injury or 
inferiority be allowed to become the pretext for 
Adler’s third form of reaction—retreat into disease, 
degeneration, or despair. But, on the other count, we 
must remember that when social feeling is weakened 
by the suppression of ritual customs or otherwise, 
interest in community-life flags, and the race dies 
out. It is this weakening of the community interest 





that is so much to be avoided—the Jews, 

people, do so by affirming the family life 
very ritual that serves as a social ligature 
may entail social disadvantage elsewhere. 
Equally, we must hesitate lest, while 

tribal customs that may be useful in 
because they are repugnant to our prejudices—we 
nevertheless open the door, under the pretext of 
Science, to the practice of similar mutilations under 
conditions that make for neurosis—just because they 
satisfy certain demands of the operator. I do not 
think there is any substantial difference between 
Mr. Hanschell and myself, either in the matter of 
data, or of opinion. At least, I hope not. But we 
are what we are by reason of our experiences and our 
reactions to them. And I am afraid I must charge 
the blood-shedding and mutilating tendencies of 
some of the peoples mentioned by him, at any rate 
in part to the bloody mutilations performed on them. 
no less confidently than I regard the general neurosis 
of many weakly men as in great part due to the 
‘unprovoked and unwarrantable trauma ”’ that they 

have sustained at the hands of doctors. 

I am, Sir, yours faithfully, 

F. G. 

Wimpole-street, W., Jan. 4th, 1930. 
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TREATMENT OF PERFORATED 
ULCER. 


To the Editor of THe 


PEPTIC 


LANCET. 


Sir,—The interesting article on Perforated Peptic 
Ulcer by Mr. Herbert Williams and Mr. C. H. Walsh 
in THE LANCET of Jan. 4th invites some criticism 
on account of the rather elaborate technique advocated 
and the lack of any evidence of a corresponding 
improvement in the results of the operation. I refer 
particularly to the perforated duodenal ulcer. Surely 
the operation for the closure of a perforated duodenal 
ulcer is usually the simplest task in the whole field 
of acute abdominal surgery. In the operative 
treatment of no other acute lesion is Nature so kind 
and forgiving to the surgeon, and to ignore this, as 
the authors appear to me to do. is to make the 
operation unnecessarily severe. The method I have 
come to adopt for many years past is to close the 
perforation with a single mattress suture of linen 
thread, care being taken to pass the needle through 
the duodenal wall at a judicious distance from the 
edges of the perforation, and to use a double cast in 
the first part of the knot so as to prevent any slipping 
of the suture during completion of the knot. After 
tying the knot the ends of the suture are left long 
and a convenient tag of omentum (or even a flap from 
the falciform ligament) is drawn over the site of the 
perforation and fixed in position by tying the ends 
of the suture over it. Rarely is it necessary to do 
more than this, but if the previous history of the 
patient, or the appearance of the parts at operation, 
indicates the existence of manifest pyloric stenosis 
with gastric dilatation, then (and only then) a gastro 
jejunostomy is performed. If the patient’s condition 
is so poor that gastro-jejunostomy would entail a 
serious addition to the risk, then a high jejunostomy 
is performed (inserting a No. 10 rubber catheter by 
the Witzel method) and the stomach is emptied by 
the passage of a stomach tube before the abdomen is 
closed. The patient is nourished entirely through the 
jejunal tube for at least a week, and generally much 
longer. So far as the treatment of the peritoneal 
cavity is concerned, as soon as the abdomen has been 
opened and the diagnosis verified an abdominal swab 
is placed in the right subphrenic area, another in the 
right kidney pouch, and one or two in the pelvis: 
after the closure of the perforation and the wiping of 
the immediate area these swabs are removed and little. 
if any, further wiping out of the peritoneum is 
necessary. Finally, no drainage of the peritoneal 
cavity is carried out though the parietal wound is 
usually drained with a wisp of rubber tissue. 
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In 33 consecutive cases of duodenal perforation 
treated by me on these lines during the past five years 
(29 operations at the Manchester Royal Infirmary and 
4 at the York Place Nursing Home) there wer but 
two deaths, and neither of these could possibly be 
attributed to faulty closure of the perforation. One 
death was due to pulmonary embolism on the 14th 
day after the patient had been allowed to get up, 
and the other to acute bronchitis on the 12th day in 
@ man aged 61—the occurrence of bronchitis was 
amply explained by a total failure. in early February 
and about nine days after his operation, of the heating 
arrangements of the large ward in which he was 
confined. In only one of the 33 was _ peritoneal 
drainage instituted. and the only secondary operation 
required was that of gastro-enterostomy in two cases. 
The gastric ulcer perforation is treated on similar 
lines, but here a high jejunostomy, as just described. 
is regarded as a valuable measure in most cases, in fact 
as essential in large perforations. In a series of seven 
such cases there was one death due to reperforation 
three weeks after operation—probably excited by 
the fact that the patient was allowed to get up too 
soon considering the massive size of the perforation 
at the original operation. 

If.then, a mortality-rate of 6 to 7 per cent. in the 
perforated duodenal ulcer, and one of less than 20 per 
cent. in the perforated gastric ulcer. can be obtained 
by such simple methods, one may venture to call in 
question more elaborate methods, requiring in some 
instances a specially designed instrument, which 
produce inferior results. 

In closing may I make a plea for the value of the 
institution of medical treatment of duodenal ulcer as 
soon as the patient has recovered from the immediate 
effects of his perforation and operation ¥ The time and 
occasion are certainly apt, and it is reasonable to 
believe that the ulcer is particularly susceptible to 
treatment in this period. 

I am, Sir, yours faithfully, 

Manchester, Jan. 6th, 1930. H. H. RAYNER. 





PSITTACOSIS. 
To the Editor of THE LANCET. 

Sir,—I note on p. 1320 of THE LANCET, Dec. 21st, 
1929, in the annotation on ** psittacosis,”” mention is 
made of the probability that infection of man from 
avian sources is exceedingly uncommon, and that 
the occurrence of this disease amongst birds at the 
London Zoo is unknown. Whilst in agreement with 
the former statement I might point out that in 1920, 
in an investigation of an epidemic amongst birds at 
the Zoo, the so-called organism B. psittacosis was 
shown by me to be responsible for the infection. 
Opportunity was also taken in connexion with this 
investigation to confirm the identity of this organism 
with the commonest type of B. aertrycke associated 
with human cases of food poisoning. These obser- 
vations were published in the British Journal — of 
Experimental Pathology, Vol. 1.. No. 3. June, 1920. 

I am, Sir, yours faithfully. 
H. MARRIAN PERRY. 

Public Health Laboratories, Cairo, Dec. 30th, 1929. 


TREATMENT OF DRUG ADDICTS IN NEW 
YORK CITY. 
To the Editor of THE LANCET. 

Srr,—I was interested in the report of the New 
York Committee investigating methods of treatment 
for drug addiction, and in Dr. Stanford Park’s 
comments on it in your last issue. With regard to 
treatment with narcosan, I can confirm its utter 
worthlessness from my own experience. Some time 
ago I treated a case of morphia addiction, stopping 
all morphia immediately, and giving injections of 
narcosan every four hours. Up to the time of the 
first injection there were no symptoms ; soon after, 
intense restlessness set in. After the second injection 
there was retching and vomiting, while the restlessness 








had become almost delirium. A_ third injection 
producing no improvement, and the condition of the 
patient rapidly becoming worse, the treatment was 
abandoned. Incidentally the injections caused con- 
siderable local pain and induration which persisted 
for some days. 

I agree with Dr. Perk that, in the case of morphia 
addiction at any rate, gradual withdrawal is the only 
method of treatment that is either tolerable or 
tolerated. In the treatment of symptoms that arise 
I think strychnine, in the form of tinct. nucis. vom., 
regularly administered, is very valuable, and it does 
shorten the period required for complete cure. 

I am, Sir, yours faithfully, 
Edgware, Jan. 5th, 1930. A. G. WeEstox, M.D. 











Che Services. 


ROYAL NAVAL MEDICAL SERVICE. 

Surg.-Lts. W. Flynn and W. G. C. Fitzpatrick to be Surg. 
Lt.-Comdrs. Surg. Lt.-Comdr. B.S. Collings is placed on 
the retd. list. 

The following appointments are notified :—Surg.-Comdrs. : 
V. H. Vey to Cumberland ; H. Wilks to Pembroke, for R.N. 
Barracks ; R. P. Ninnis to Tiger ; H. M. Whelan to President ; 
G. R. MecCowen to Barham; and G. G. Vickery to 
Warspite. Surg.-Lts.: E. J. K. Weeks to Centurion; and 
R. G. Anthony to Victory for R.N. Barracks, Portsmouth ; 
J. Johnston to Doiphin; T. 8S. Osborne to Victory for 
R.N. Barracks: and C. H. Birt to Glorious. Surg.-Lts. 
(D.): H. V. Pell to Resolution; and D. L. Simpson to 
Assistance. 


ROYAL ARMY MEDICAL CORPS. 
TERRITORIAL ARMY, 

Lt.-Col. (Bt. Col.) F. G. Lescher from Gen. List, R.A.M.C.. 
to be Col. and to be A.D.M.S., 46th (N. Midland) Div., vice 
Col. E. A. Wraith. 

Capt. A. R. Laurie to be Lt.-Col. and to comd. the 137th 
(N. Midland) Fd. Amb. 
— (Bt. Maj.) G. J. Linklater and A. G. Williams to be 
Majs. 

Lt. D. Lamont to be Capt. 

Lt. G. Lyon-Smith (late R.F.A., T.F.), to be Lt. 


TERRITORIAL ARMY RESERVE OF OFFICERS. 
Lt.-Cols. W. T. Rowe and G. T. Willan, having attained 
the age limit, retire and retain their rank, with permission 
to wear the prescribed uniform. 
Capt. A. S. Reeves, having attained the age limit, relin- 
quishes his commn. and retains his rank. 


ROYAL AIR FORCE. 
Flying Officer T. A. Edwards resigns his short service com- 
misson. 
Flight Lt. A. W. Comber relinquishes his temporary com- 
mission on completion of service. 


INDIAN MEDICAL SERVICE. 

Capt. S. N. Hayes to be Maj. 

Lt.-Col. C. E. Southon retires. 

The undermentioned officers have vacated appts. in 
India :—D.M.S.: Maj.-Gen. Sir W. H. Ogilvie, I.M.S. 
D.D.M.S.: Col. W. R. Blackwell. A.D.M.S. (Pers.): 
Lt.-Col. A. A. C. MeNeill, I.M.S. D.A.D.M.S.: Maj. (Bt. 
Lt.-Col.) E. T. Potts, R.A.M.C. 

The undermentioned appointments have been made in 
India :—D.D.M.S. and D. (Hosp. Orgn.): Lt.-Col. (Bt. Col.) 
E. A. Walker, I.M.S. A.D.M.S. (Pers.): Maj. (Bt. Lt.-Col.) 
EK. T. Potts, R.A.M.C. D.A.D.M.S.: Maj. H. H. Brown, 
0 Dir. Med. Orgn. for War: Lt.-Col. A. A. C. McNeill, 
.MLS. 


ORDER OF THE HosPITAL OF St. JOHN OF JERU- 
SALEM.—The following appointments in the Venerable Order 
have been sanctioned by the King: Commanders: Dr. C. 
Bage, Lieut.-Colonel H. R. G. Poate, Dr. L. W. Dryland 
Dr. N. C. Fletcher, and Dr. G. P. Mosscrop. Officers : 
Mr. H. L. Brownlow, Dr. F. Hichens, Major R. D. C. Cran, 
Lieut.-Colonel A. R. Falconer, Sir Louis E. Barnett, Dr. J. B. 
Gunson, Dr. G. H. Hogg, Dr. J. H. G. Robertson, Dr. A. N. 
McKelvey, Lieut.-Colonel H. Spackman, Colonel A. V. 
Clarke, Dr. Daisy E. Platts-Mills, and Dr. Elizabeth G. 
Stuart. Serving Brothers: Dr. A. P. Gibbons, Dr. A. B. 
Cardew, Dr. C. Hibbert, Dr. J. Murray, Dr. J. W. Wyncoll, 
and Dr. J. L. Callaghan. 
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Medical Netus. 


SoctETY OF APOTHECARIES OF LONDON.—The 
annual Yeomanry Dinner of this Society was held at the 
Apothecaries Hall on Tuesday, Jan. 7th, when the 
Master, Lieut.-Colonel. C. T. Samman, presided over a large 
company which included thirteen Masters or Past Masters 
of City Companies, with the Minister of Health, Mr. Arthur 
Greenwood, as the principal guest. After the loyal toasts, 
the Master proposed the health of His Majesty’s Ministers 
in a short speech in which he claimed, and gave evidence for 
his claim, a place in the national progress for the Apothecaries, 
Over 250 years ago, he said, they were acknowledged to have 
rendered splendid service to the population of London during 
the devastating plague, and now, within the last few weeks, 
the Society had provided the machinery, through an honours 
diploma, for improving the obstetric service of the country. 
In associating the name of Mr. Greenwood with the toast 
he paid a high tribute to the work of the Ministry of Health 
during its ten years of life. 

Mr. Greenwood, in response, disclaimed any intention of 
providing statistical information, but pointed to certain 
significant figures, proving great progress in general and 
domestic hygiene, a circumstance which. he said, must not 
blind them to the fact that the nation still has a lamentable 
mass of disability to deal with. He pointed out that public 
health was a world problem, which could only be solved 
by the codperative work of the medical profession in all 
countries ; and not only of the members of the medical 
profession, but of members of the public, plain ordinary 
folk like himself. who wished to understand the proper way 
of living in order to promote the general welfare. He 
professed his profound belief in the fundamental soundness 
of our people, obscured though it was in many directions 
by social evils ; our people, he added, were leading the world 
still in the devising and carrying out of public health 
measures, while they had been the predominant force in the 
health section of the League of Nations, 

Sir George Buchanan, the senior warden of the Society, 
in proposing the health of the guests, pointed out to the 
high officers in City Companies, who were present, the 
peculiar position which the Society occupied as the exponent 
of ‘a mystery,” and he suggested that King James I. from 
whom their Charter was derived, had been responsible for 
the phrasing of his document. Mr. Justice Humphreys, 
Sir Andrew Balfour, and Sir Humphry Rolleston responded. 


HUNTERIAN Socrety.—The to 


banquet 
memorate the 202nd anniversary of the birth of John Hunter 


com- 


will be held at the May Fair Hotel, Berkeley-street, London, 
W. 1, on Thursday, Feb. 13th. 

GENERAL COUNCIL OF MEDICAL EDUCATION AND 
REGISTRATION.—A new cycle of inspection of final examina- 
tions in medicine, surgery, and midwifery is about to com- 
mence, and under Section 3 (2) of the Medical Act, 1886, the 
following inspectors have been appointed: In medicine, 
Dr. T. Wardrop Griffith ; in surgery, Dr. Farquhar Macrae ; 
and in midwifery, Dr. J. S, Fairbairn. 


BRITISH SociaAL HYGIENE COUNCIL.—A_ course of 
10 free lectures will be given under the auspices of the 
British Social Hygiene Council at the Central Hall, West- 
minster, London, S.W., on Thursdays beginning on Jan, 23rd 
at 6.30 P.M. and ending on March 27th. The general title 
of the lectures ‘‘ Some Practical Aspects of Social Hygiene 
with Special Application to Problems of Youth ”’ indicates 
theirscope. On Jan. 23rd and 30th Mr. C. C, Hentschel will 
discuss the training of youth and the influences of heredity 
and environment upon individual development. On Feb. 6th 
Dr. I. Feldman will lecture on continence in its physio- 
logical bearings, and on Feb. 13th on general problems of 
adolescence. On Feb. 20th Dr. Marjorie Smith Wilson 
will deal with the medical aspects of social hygiene ; and 
on Feb. 27th and March 6th respectively Prof. Cyril Burt 
will lecture on the psychology of the child and the adult. 
On March 13th Dr. Sloan Chesser will lecture on social 
ideals as expressed in the home and domestic health; and 
on March 20th Mrs. Neville Rolfe will discuss social hygiene 
from the community point of view. On March 27th there 
will a general discussion under the chairmanship of 
Prof. Winifred Cullis, head of the Department of Physiology 
at the London School of Medicine for Women, in which all 
are invited to participate. 

These lectures were recently announced for delivery at 
the Livingstone Hall, but the great number of applications 
for tickets necessitated the holding of the meetings at the 
Central Hall, Westminster, with its greater accommodation 





NATIONAL BiRTHDAY TRUST kUND.—This Fund, 
which has for its object the extension of maternity services, 
recently held its annual meeting. It was reported that 
only 729 beds are available for its purposes in the voluntary 
hospitals, and that Lord Melchett’s statement in a recent 
speech that there are 2000 beds empty in hospitals referred 
to poor-law infirmaries. Owners of famous houses are 
being asked to give tea-parties to view them for the benefit 
of the Fund. 


RoyAL PorTsMOUTH HoOsPITAL._-An anonymous 
benefactor, who is now stated to be Sir Woolmer White, a 
former chairman of the Governors, recently offered to give 
£40,000 towards enlargement and modernisation of this 
hospital. The condition was annexed that the city should 
raise an equal amount. It is now announced that the condi- 
tion has been fulfilled, and that the entire sum of £80,000 is 
available for the remodelling of the hospital. 


ROYAL SANITARY INstTiITUTE.—The Henry Saxon 
Snell Prize was founded to encourage improvements in the 
construction or adaptation of sanitary appliances. It will 
be awarded in 1930 for an essay of not more than 5000 
words on Improvements in the Sanitary Provisions of 
Schools. The prize will consist of 50 guineas and a medal. 
Further particulars may be had from the secretary of the 
institute, 90, Buckingham Palace-road, London, S.W. 1. 


METROPOLITAN HospiraAL SUNDAY FuND.—At the 
annual meeting of the Metropolitan Hospital Sunday Fund 
it was stated that the collection for 1929 (£85,200) again 
showed a small reduction—£214. The £35,400 from church 
collections was an increase of only £3700 over the amounts 
coming from those sources in 1885, In the hope of reaching 
people who do not go to church, 200 collecting boxes, shaped 
like golf balls, were distributed among clubs, but the result 
was an average of not more than £1 per box. 


BRITISH INSTITUTE OF PHILOSOPHICAL STUDIFS. 
At 8.15 P.M. on Tuesday, Jan. 14th, at the Royal Society of 
Arts, John-street, Adelphi, London, W.C, 2, Principal L. P. 
Jacks will lecture on Adult Education. This lecture will 
be open to the public without charge. Four lectures on 
Science and Art will be given by Prof. S. Alexander at 
5.45 P.M. on Fridays, Jan. 3lst,and Feb. 7th, 14th, and 21st. 
At the same hour on Thursdays, Jan. 16th, 23rd, 30th, and 
Feb. 6th, 13th, 20th, Prof. W. G. de Burgh will give six 
lectures on Some Aspects of the Moral Life. Both courses 
of lectures will be given at the Royal Anthropological 
Institute, 52, Upper  Bedford-place, London, W.C. 
Syllabuses and form of registration may be had from the 
Director of Studies, 88, Kingsway. W.C. 2 


THE NEW PENSIONS ACT. 
and Old Age Contributory 
came into operation on Jan, 
groups of new pensioners. 
of wives of men who reached the age of 70 before 
Jan. 2nd, 1928, and are entitled to full pensions under the 
Old Age Pensions Acts of 1908 to 1924, free from the con- 
ditions as to means imposed by those Acts, by virtue of their 
insurance. The wives of these men have hitherto had to 
wait until they also reached age 70 before being given old 
age pensions in right of their husbands’ insurance, Under 
the new Act these women are now to be entitled to old age 
pensions between the ages of 65 and 70, Claims under this 
heading should be made on Form C.P.1, which can be got 
at any post-office. 

The second group of new pensioners are widows of men who 
died (or attained age 70) before Jan. 4th, 1926. They are to 
receive widows’ pensions at the age of 55. The essential 
condition for the award of these pensions is that the claim- 
ant’s husband must have been of the insurable class at some 
time within the three years before his death or his 70th 
birthday. The precise terms of this and other conditions 
are set out in an explanatory leaflet (W.P.5) which can be 
had on application at any post-office. For qualified widows 
who will have reached the age of 60 before Jan. Ist, 1931, 
the new pensions are to begin from July 2nd, 1930, or the 
date of attaining age 60, whichever is the later: in all other 

cases the pe nsion will begin from Jan. Ist, 1931, or the date 
of attaining age 55, whichever is the later. 

The leaflet now available at post-offices explaining the 
new pensions also gives full particulars of the changes made 
by the Act in existing conditions, Provision is made 
enabling persons who go to any part of the E mpire to con- 
tinue receiving their pensions or to maintain their insurance 
for pensions purposes. The right to become voluntary 
contributors for all health insurance and pensions benefits 
is now given to persons in excepted employments who are 
compulsorily insured for some or all pensions. -A memor 
andum dealing with voluntary insurance may be had from 
the Ministry of Health, Whitehall, S.W. 1. 


The Widows’, Orphans’ 
Pensions Act, 1929, which 
2nd, brings in two large 
The first group consists 
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Medical | Diary. 


Information to be included in this column should reach us 


in proper form on Tuesday, and cannot appear if it reaches 


us later than the first post on Wednesday morning. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

Tuespay, Jan. 1l4th.—8.30 P.M., PSYCHIATRY. Paper. 
Dr. Macdonald Critchley : The Pathology of the Senile 
Psychoses. 

WEDNESDAY.—95 P.M., SURGERY : SUB-SFCTION OF PROC- 
TOLOGY. Clinico-Pathological Meeting followed by 
a Cinematographic Demonstration of the Operation 
of Perineal Excision of the Rectum, by Mr. P 
Lockbart-Mummery. 

THURSDAY.—5 P.M., DERMATOLOGY, (Cases at 4 P.M.) 

FRIDAY. —5 P.M., BALNFOLOGY AND CLIMATOLOGY, Paper, 
Dr. Vincent Coates: Tissue Reaction in Rheumatic 
Disorders, with Particular Reference to Subcutaneous 
Nodules. 8 P.M... OBSTETRICS AND GYNECOLOGY 
Short Communication. Dame Louise Mellroy and 
Miss Iris Ward: Three Cases of Imperforate Hymen 
Occurring in one Family. Papers: Dr. John H. 
Hannan: Zondek-Aschheim Tests for Pregnancy. Prof. 
J. Preston Maxwell (Peking): Further Studies in 
Osteomalacia. 8.30 P.M., ELECTRO-THERAPEUTICS, 
Paper. Mr. John Anderson: Cutting Currents. 
SURGERY. Members of this Section are specially 
invited to attend. 


ROYAL SOCIETY OF TROPIC: 
HYGIENE, 11, Chandos-street, W 
Tuurspay, Jan. 16th. 8.15, P.M.. preceded by a 
Demonstration at 7.45 P.M., Prof. Kuezynski. of Berlin 
University: ‘Etiology of Yellow Fever with Special 
Reference to the Etiology of Other Insect-Borne 
Diseases. 
ROYAL MICROSCOPICAL SOCIETY, 20, Hanover-square, W. 
WEDNESDAY, Jan. 15th.—-8 p.M., Mr. Joseph E, Barnard : 
Resolution and Visibility in Medical Microscopy 
(Presidential Address). 


MEDICAL SOCIETY OF LONDON, 11, Chandos-street, 
Cavendish-square, W. 
MonpDay, Jan. 13th.—8 P.M., Pathological Meeting. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH. 
1, Upper eg street, W.C. 
FRIDAY, Jan. 17th.—5 p.m., Dr.jCharles Porter and Others: 
Modern Methods of Refuse Disposal. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDIC Ss AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street. W. 

Monpay, Jan, 13th, to mes RDAY, Jan. 25th.—QUEEN’S 
HosPITAL FOR CHILDREN, Hackney-road, E. An 
all-day course in Diseases of ( ‘hildren. Instruction in 
all departments. Further particulars fam the Fellow- 
ship of Medicine, 1, Wimpole-street, 


WEST LONDON HOSPITAL POST-GRADU ATE COLLEGE, 
Hammersmith, 

MonpDay, Jan. 1 3th.—10 a.M., Dr. Dowling : Skin Depart- 
ment. 11 Aa.M., Mr. Tyrrell Gray: Surgical Wards. 
2 p.m., Mr. Sinclair: Surgical Wards. 

TCESDAY.—10 A.M., Medical Registrar: Medical Wards. 
2 p.m., Mr. Hamblen Thomas: Throat, Nose, and Ear 
Dept. 2.30 P.M., Sir Henry Simson: Gynecological 
Operations. 

WEDNESDAY.—10 a.M., Dr. Burnford: Medical Wards. 
2.30 p.mM.. Mr. Donald Armour: Surgical Wards. 
Dr. Scott Pinchin : Medical Out-patients. 

TuurRspay.—11.30 a.mM., Mr. Simmonds: Demonstration 
of Fractures. 2 pP.m., Mr. Bishop Harman: Eye 
Department. 2 P.M., Mr. MacDonald : Genito-Urinary 
Department. 5 

Frtpay.—10 a.Mm., Dr. Pritchard : Medical Wards. 2 P.M., 
Mr. Vlasto: Throat, Nose, and Ear Department, 
2 p.m.. Mr. Sinclair : Operations. 

SaTuRDAY.—9 A.M., Mr. Vlasto: Throat, Nose, and Ear 
Operations. 9.30 a.M., Dr. Burnford : Bacterial Therapy 
Department. 10 a.m., Dr. Owen: Medical Children’s 
Department. 

Daily, 10 a.m. to 5 P.M., Medical, Surgical and Special 
Out-patients, Operations, Ward Visits, Anesthetic 
Courses. 


NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’s General Hospital, Tottenham, N. 

Monpbay, Jan. 13th.—2.30 to 5 P.M. : Medical, Surgical, and 
Gynecological Clinies. Operations. 

TUERSDAY.—2.30 to 5 P.M. : Medical, Surgical, Ear, Nose and 
Throat Clinics. Operations. 

WEDNESDAY.—2.30 to 5 pP.M.: Medical, Skin, and Eye 
Clinies. Operations. 

THURSDAY.—11.30 a.M.: Dental Clinics. 2.30 to 5 P.M. : 
Medical, Surgical, Nose, Throat and Ear Clinics. 
Operations. 

Fuapay. —10.30 a.m. : Throat, Nose and Ear Clinics. 2.30 to 

P.M. : Surgical, Medical, and Children’s Diseases. 
Clinics. Operations. 


MEDICINE AND 





LONDON SCHOOL OF DE om ATOLOGY, St. John’s Hospital, 
49, Leicester-square, W.¢ 
TUESDAY, Jan. lith.—5 p.m., Dr. A. C. Roxburgh: Erup- 
tions due to Physical Agents. 


THURSDAY, —5 P.M., Dr. H. G. Burford: Pathological 
Demonstration. 


KING'S COL +L EGE HOSPITAL MEDICAL SCHOOL, Den- 
mark Hill, 3.E. 


Tuu RSD AY , Jan. 16th.—9 p.m., Mr. V. E. Negus : Malignant 
Diseases of the Pharynx and Larynx. 
ROYAL NORTHERN HOSPITAL, Holloway. 

TUESDAY, Jan. lith.—3.15 p.m., Dr. E. G. B. Calvert 
some Recent Methods Applicable in Practice. 
CENTRAL LONDON THROAT, NOSE AND EAR HOSPITAL. 

FRIDAY, Jan. 17th.—-4 p.M., Mr. Harold Kisch : The Use of 
Radium in Cancer of the Throat, Nose, and Ear. 
ST. MARY’S HOSPITALS, Manchester. 
FRIDAY, Jan. 1l7th.—4.30 p.m. Post-graduate Lecture (at 


the Whitworth-street West Branch), Dr. F. H. Lacey : 
Antenatal Care, 


GLASGOW POST-GRADUATE MEDICAL ASSOCIATION, 
WEDNESDAY, Jan. 15th.—4.15 p.m. (at the Royal Maternity 
and Women’s Hospital), Dr. 5. J. Cameron : Obstetrical 
Cases, 





Appointments. 


LEATHER, J. B., M.B., B.Chir. Camb., F.R.C.S. Edin., has been 
appointed Hon. Surgeon to the Birmingham General 
Hospital. 

Mark, NEIL G., M.B., Ch.B. Aberd., Junior Resident Physician at 
Ruthin Castle, North Wales. 

Ross, CHRISTINA b., M.B., Ch.B. Edin., D.P.H., Assistant 
Medical Officer of Schools for West Lothian. 


Surgeons under the Factory and Workshop Acts : BRADBROOKE, 
mn KN. Ee. B.Ch. Oxt. (Abingdon) ; BROWNLIE, A., 
M.D. Edin. (Windermere): JAMES, E. c. L.R.C.P. Lond., 
M.R.C.S. (Lianfyllin) : and M ACGILL, H. M., M.D. Edin. 
(West Sastiepest). 





PWarancies. 


For further information refer to the advertisement columns. 


Aberdeen, Woodend Muniripal Hospital.—Jun. Res. M.O. £100. 

Ashton-under-Lyne District Infirmary.—H.S. At rate of £150. 

Birmingham City.—M.0. for Maternity and Child Welfare. £600. 

Birmingham City Mental Hospital.—Jun. Asst. M.O. £350. 

Birmingham, Dudley-road Hospital.—G ys necologist and 
Obstetrician. £700. 

Birmingham, Ear and Throat Hospital.—H.5. Also Second H.s. 
Each £150. 

eee Ned Dispensary, 12, Bloomsbury-street, W.C.—Res. M.O. 
£250. 


Bradford Royal Infirmary.—Two H.S.’s. Each at rate of £150, 

Brighton, Royal Susser County Hospital.—Cas.H.S. £12v. 

Burnley, Victoria Hospital.—H.S. Atrate of £125. 

Bury St. Edmunds, West Suffolk General Hospital.—H.S. £150. 

Buxton, Devonshire Hospital._—-Asst. H.P. At rate of £150. 

Chester City.—Asst. M.O.H. and Asst. School M.O. £600. 

City of London Hospital for Diseases of Heart, &c., Victoria 
Park, E. —Anwsthetist. 

Coventry and Warwickshire Hospital.—Res. Asst. H.s. £125. 

Croydon General Hospital.—Hon. Gynecologist and Hon. M.O. 

Doncaster Royal Injfirmary.—second H.s, £150. 

Dreadnought Hospital, Greenwich.—H.P. and H.S. Each £110. 

Dudley, Guest Hospital and Eye Infirmary.—H.S. and Asst. H.s. 
£150-£175. 

Exeter Royal Devon and Ereter Hospital.—H.5. At rate of £150. 

Great Y armouth General Hospital.—Asst.M.O. to Ear, Nose, and 
Throat Dept. 

Harrogate Infirmary.—Jun. H.S. At rate of £100. 

Hemel Hempstead, West Herts Hospital._-Sen. Res. M.O. Also 
Jun. Res. M.O, £150 and £100 respectively. 

Huddersfield Royal Infirmary.—Jun. H.S. for Eye, Ear, Nose, 
and Throat Dept. At rate of £150. 

Hull Royal Infirmary.—Third H.S. Also Asst. H.P. At rate of 
£150 and £130 respectively. 

Ilford Emergency Hospital.—H.s. £100. 

Ipswich, Fast Suffolk and Ipswich Hospital.—Cas. O, £150, 
Also First H.s. At rate of £120. 

Kidderminster and District General Infirmary.—H.S. £150. 

Leamington Spa, Warneford General Hospital.—Res. H.P. £165. 

Leigh Infirmary, Lancashire.—Res. H.5. At rate of £150. 
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Liverpool, David Lewis Northern Hospital. 


Two H.P.’s. Each £100, a 
London County Council.—8th Asst. M.O. £300. 
Macclesfield General Infirmary.—Res. H.S. £180 
Manchester, Ancoats Hospital.—Res. M.O, £150. 
Manchester and District Radium Institute. Hon. Consulting 


Surgeon Laryngologist. 


—— _ Barnes Convalescent Hospital, Cheadle, 

200 

Manchester Royal Infirmary. 
patient Dept. Each £35. 

ar, St. Mary’s Hospitals. 

»0 

Manchester University. 

Marie Curie Hospital, 2, Fitzjohn’s-avenue. 
of £50, Also Assistant Anwsthetist, 

National Hospital for Diseases of the Heart, Westmoreland-street , 

We fon. Physician to Out-patients. 

Newark Hospital and Dispensary.—Res. H.S. 

Norwich City.— Asst. M.O.H., &e. €459. 

N sae — ser Hospital, Silver-street, Edmonton, N. 

Paddington Green Children’s Hospital, Wo Hon. Ophth. Surgeon. 

Redruth, Cornwall, West Cornwall Miners’ and WW omen’s Hospital- 


Res. M.O, 


Two Clin. Assts, 


for Surgical Out- 
Four H.S.’s. Each at rate of 


Lecturer in Dental Histology. 
N.W.—H.S., 


£50. 
At rate 


At rate of £150. 


Res. M.O, 


tes. M.O. £200, 
Rochdale Infirmary and Dispensary.—Jun. HS. £175. 
Royal Army Medical Corps.—Commissions. 
St. Bartholomew's Hospital, 4 Asst. Physician. 
John’s Hospital, Lewisham, S.E.—Cas. O. At rate of £100, 
Salisbury General Infirmary. —-H.P. €150. 
Sheffield, Jessop Hospital for Women.—Two Asst. H.s.’s. Each 
at rate of £100, 
Shefheld Royal Infirmary. U.S... Ophth, H.S., Asst. Ophth. H.s 
Also Asst. Cas. O. Each at rate of £80. 7 
Sheffield, Winter-street, Hospital.—Asst. Tuber. O. £450. 
Southwark Metropolitan Borough, S.F..—Asst. M.O.H. £600. 
Stafford, Staffordshire General Infirmary.—H.P. At rate of £150- 


Surrey County Council. Asst. M.O. £600, 


“a and North Wilts Victoria Hospital. 
£100. 


Victoria Hospital for Children, 


H.=. At rate of 


Tite-street, 


Chelsea, S.W.—Sen. 
Res. M.O. At rate of £250. H.-P. and H.S. Each at rate 
of £100. Also Out-patient Anzsthetist. 108s. 6d. per 
attendance. 


Warrington Infirmary and Dispensary.— Sen. H.S, £€225 


West End Hospital for Nerrous Diseases, R. t k, 
Jun. H.P. At rate of £100. ws cnndaien: x. - 


West London Hospital, Hammersmith- road, W. 


-Asst. Dental. S. 
Also Two Hon. Anesthetists. ™ 
Westminster Hospital, Broad Sanctuary, S.|V.—Clin. Asst. to 
Dental Dept. . 
Willesden General Hospital, N.W.—Res. H.S. At rate of £100. 


Births, Marriages, and Beaths. 





BIRTHS. 

BULLPITT.—-On Jan. Ist, at the White Cottage, Hatfield Broad 

Oak, the wife of Cyril M. Bullpitt.L.D.S., of a daughter. 
MARRIAGES 

BROMLEY—WALKER.—On Dec. 21st. 1929, at the Cathedral, 
Manchester, John Frederick Bromiey M.B., Ch.B 
D.M.R.E., to Sarah Walker, M.B., Ch.B. 

CUTHBERT—WIrson.—-On Jan 2nd, at St. Columba’s Church. 
Cambridge, William Leslie Cuthbert, B.A., M.B., Ch.B.. to 
Dorette, daughter of Prof. J. T. Wilson, Grange -road, 
Cambridge. 

ELLIOTT— PHILUPS.— On Dee, 31st, at Colehill, Dr. A. F. Elliott, 
of Oundle, to Eleanor, fourth daughter of the late T. Adams 
Phillips, Esq., of South Hill House, Bromley, Kent. 

KEMPE ee On Jan. 2nd, at All Souls Church, Langham- 

lace, W., Charles Gilbert Burlington Kempe, O.B.E., M.D.. 


ple 
kee.. “of Salis bury, to Violet Gwendolen, only daughter of the 


late George J. Main, J.P., and Mrs. Main, of The Priory, 
Salisbury. ; 
MUIRHEAD—BURNETT.—On Jan. 4th, at the Parish Church. 
Bedworth, Robert Gordon Muirhead, to Ellinor Marjorie, 


3., Bus. Lond. 
DEATHS 
BaTeEs.—On Jan. 2nd Joah Bates, M.R.C.S., of Upper Norwood. 
MARTIN. —On Dec. 31st, Albert Morton Martin, consulting 
surgeon, of Bingfield House and Eslington Tower, Newcastle- 
upon-Tyne, aged 60 vears. 
NAISMITH.— On Jan. 4th, at Grove Lodge. Tow 


y Law, 
James Henderson Naismith, M.B., 


Ch.M., 


County 
aged 60 


Durham, 
years, 


N.B 





Notes, Comments, and Abstracts. 


THE POINT OF VIEW OF 
Being the substance of an Address delivered to Oxford 
Cambridge Undergraduates at Tounbee Hall on Dec 


By HAR RY ROBERTS, 1 


A PANEL DOCTOR. 
and 


. Ilth 


+M.S.S.A. L.S.A. 


LOND... 


THE problem of health was not always treated as a social 
or political one. Originally, it may be presumed, the 
preservation of health and the treatment of illness were 
thought to be matters as purely personal as the selection 
of dress and the equipment of the home. But. apart from 
any development of the philanthropic sentiment, the con- 
gregation of people in cities, towns, and industrial villages 
brought home to evervone the truth that, in social life, our 
neighbour's health concerns us only a degree less intimately 
than 


does our own. Over a very long period of years 
publicly organised hygienic activities have been steadily 
increasing, though it was only eighty years ago that a great 


sanitary reformer wrote : The human family has now lived 
in communities for more than six thousand years: yet 
people have not learned to make their habitations clean. 
When we have learned that lesson. we shall have conquered 
epidemics.”’ Thanks largely to increasing communal 
cleanliness and to a policy of isolation, since those words 
were uttered our death-rate has been halved and our fever 
death-rate has been reduced to little more than one-fortieth 
of its then figure. 

Until very recently, however, curative and 
medicine was still regarded as a personal matter. Public 
concern was supposed to begin and end with prevention, 
and the full implications of that term are not even yet fully 
realised. Perhaps it is just as well that our ancestors took 
this limited view of social prudence and responsibility, for 
the history of curative medicine is none too glorious. The 
poor foundations and consequent fickleness of medical 
doctrine are proverbial. That doctors differ is commonly 
assumed to be as natural as that primroses bloom in the 
springtime. Not Mr. Bernard Shaw, but a distinguished 
physiologist, said that * the therapeutics of one generation 
are always absurd to the second succeeding generation.” 
And it was no less a physician than Dr. Samuel Wilkes who, 
not so many decades ago.«xpressed his belief ‘* that we know 
next to nothing of the action of medicines and other thera- 
peutic agents. To say that I have no principles is a 
humiliating confession.” 


The Improve vee nl in Hospitals, 
at any given time, there is available a certain amount 
knowledge and skill, and it is the business o 
democratic statesmanship so to scheme things that this 
knowledge and skill shall be utilised for the maximum 
prevention of the preventable and the cure of the curable. 
The rich are always able to buy such skill as is in the market. 
Until lately the poor have had to take what they could get ; 
and, all too um, it has taken the form of the therapeutic 
crumbs that fall from the rich man’s table. We are told 
that. at the beginning of the eighteenth century. St. Thomas’s 
and St. Bartholomew's hospitals were the only institutions 
in the country provided for the treatment of the sick poor. 
Even there the fees or ‘* tips’? demanded by the porters, 
nurses, and ot her employees presented impossible obstacles to 
the poorest. Nearly a century later John Howard wrote that 
‘the securities and fees required at admission into many of 
the hospitals bear hard upon the poor, and absolutely exclude 
many who have the greatest need of relief.” “ T saw a 
woman bring her child.”” he tells us “‘ and with tears leave 
2s. 9d. for the nurse, and 6¢. for the steward.”’ In 1678 the 
out-patients at St. Bartholomew's were limited to eight per 
week. Still, it may be doubted if the poor lost much by 
the slightness of the institutional treatment in those pre- 
Listerian days. The mortality-rates of such simple opera- 
tions as limb amputations were appalling, and, of course, 
none of the more complicated surgical measures constantly 


remedial 


Still. 
of medical 


and successfully carried out in every hospital to-day was 
even attempted. Writing in 1867, Sir James Simpson 
said: ‘‘ In hospitalising men we decrease their health-rate 


and increase their death-rate. The man laid on an operating 
table in one of our surgical hospitals is exposed to more 
chances of death than an English soldier on the field of 
Waterloo.’’ So recently as the third quarter of the last 
century, of upwards of a million women delivered in hospital. 
some 35 per 1000 died: whilst. of a corresponding series of 
domiciliary confinements, less than 5 per 1000 proved fatal. 

To-day, no one familiar with the facts would for a moment 
hesitate confidently to enter any of the big general hospitals 
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medical or surgical treatment. There he can be sure of the 
highest skill available, and of everything in the way of 
equipment that modern knowledge and ingenuity have 
devised. Once he is safely in bed in a ward in any one of 
our voluntary hospitals, docker or dustman can count on 
receiving treatment at least equal to that which prince or 
millionaire can command. The results being what they are 
it is truly astonishing that the electors have for so long 
allowed their political representatives to trifle with the 
question of adequate hospital provision. It is stated that 
there is, at this moment, a waiting list of 5000 seeking 
admission to the Royal Edinburgh Infirmary alone. 


Club Practice. 

Since the middle of the last century, when parish doctors 
were appointed in every district to provide domiciliary 
treatment under the poor-law for those unable to make any 
medical provision for themselves, there has been a steadily 
increasing recognition of the desirability—on public, philan- 
thropic, and prudential grounds—of arranging for some sort 
of medical supervision and treatment in times of stress. 
Parish doctoring was, for the most part, not such as to 
lead those not so compelled to trust themselves to its minis- 
trations. Throughout the country a system of voluntary 
clubs grew up, the members of which, by paying a few pence 
a week, were guaranteed, in addition to sundry money 
payments during illness or old age, the services of a doctor 
when necessary. These club doctors received but a small 
annual payment in respect of each member—generally 
about four shillings, out of which drugs had to be provided— 
and, although many gave a service fully up to the standard 
represented by contemporary medical knowledge. the system 
put too great a strain on professional and technical honour. 
Club doctoring came to be looked upon as but one shade 
better than parish doctoring, and accordingly the political 
ground at the end of the first decade of this century seemed 
ready for some big national scheme of domiciliary treatment 
—a readiness which Mr. Lloyd George and other astute, 


public-spirited or philanthropic politicians sought to exploit. 


National Health Insurance. 

Thus it was that, in 1912, the Health Insurance 
into operation and every wage-earner in the 
provided with a panel doctor of his own. 
the methods of politics, 


Act came 
country was 
Unfortunately, 
rather than those of science or of 
statesmanship. were the ones employed in bringing about 
this medical revolution. In practice politics all too often 
involve the squaring of vested interests. Mr. Lloyd George 
was faced by powerful corporations whose goodwill, or at 
least compliance. was essential to the enactment and carrying 
out of his proposals. The big Friendly Societies and the 
industrial Insurance Companies were quieted by being 
given the control and administration of the various cash 
benefits to be provided. The doctors, seeing the danger 
which confronted that independence of judgment and that 
personal relation between them and their patients on which 
the best practice has always been based, were up in arms. 
But they also proved susceptible to financial promises. 
Consequently, in the discussions and the bargainings bet ween 
the Government and the medical profession. it was rate of 
payment rather than efficiency of service that always stood 
first on the agenda. 
The Defects of the Panel System. 

The one piece of medical organisation that emerged is 
what we are now familiar with as the panel system ; the 
working of which has at least been an interesting experiment 
in democratic methods. Considered in the large, the panel 
service represents a great advance on any collectively 
provided medical service that preceded it. Moreover, any- 
one familiar with the conditions of private medical practice 
among the city poor at the beginning of the present century 
can but recognise the immensity of the improvement that 
has taken place. The doctor—so far as insured persons are con- 
cerned— is spared the humiliating experience of taking from 
an ill-nourished family a fee which represents to-morrow's 
dinner ; nor need he apologise for visiting his pneumonia 
patient as often as he thinks it desirable. Personally. 
have always felt that it would be a good thing were the 
private and individual acceptance of medical fees made a 
penal offence. like the acceptance of secret commissions : 
but perhaps I am a little biased in this matter. Still, I 
think that plenty of other doctors with similar experience 
- industrial practice in pre-insurance days will feel much as 

do. 

It was, I believe, the original intention of Mr. Lloyd 
George and his advisers to establish throughout the country 
a salaried service of district insurance doctors, and many 

ple regret that the original intention was not carried out. 
Many arguments may be advanced on either side, the force 
of which varies with the point of view. It is, of course, 
desirable, in the interests of national health, that con- 
scientious doctors shall be free to act according to their own 





judgment, regardless of the whimsies, prejudices, and mis- 
conceptions of ill-informed patients. Under the panel 
system, which makes the doctor’s income depend mainly on 
his popularity, a certain measure of scientific independence is 
inevitably sacrificed. But, if we regard the prime function 
of the panel service as the providing of a * benefit ’’ for the 
individual patient—the sort of service he would normally 
provide for himself if he had the money—then, in the present 
state of popular education, it is far better for the insured 
person to be in a position to express his dissatisfaction by 
* changing his doctor ’’ just as a private patient can and 
does, than to have no remedy except that of making a formal 
complaint to some committee or administrative officer. 
Though good and conscientious doctors do their best work 
when least interfered with, such men do good work under 
any scheme. The panel system has materially raised the 
standard of medical treatment in poor areas, and it has 
drawn to those districts hundreds of fairly competent young 
practitioners who, in the old days, would never have thought 
of facing the discomforts involved for the small fees then 
obtainable. But, in the course of raising the general 
standard of industrial medical treatment, it has tended to 
discourage originality and to formalise the relation between 
doctor and patient. These evils are, however, not essential 
accompaniments of the system. Their existence may, in 
fact, be more accurately attributed to the self-assertiveness 
and spiritual pettiness of a bureaucracy—lay and medical 
that is more and more firmly establishing itself. Unless this 
is changed we may increasingly expect to find that men 
of character and independence will avoid the panel service, 
which will attract mainly those susceptible to the bait of a 
fairly good assured income for unins»ired routine work. 

A vicious circle has been established. Suavity appeals 
to the average patient no less than skill; a mere formal 
observance of the regulations satisfies the authorities and 
paymasters ; outstanding excellence wins neither praise nor 
reward in either quarter. Originality and devotion, as 
things are at present. are as likely as neglect or incapacity 
to bring the practitioner before some or other tribunal 
entitled to demand an explanation of his eccentricity. 


The Remedy. 

But these extraneous defects could readily be removed if 
the great body of medical practitioners were as concerned 
with technical efficiency and professional honour as with the 
Insurance Committee’s quarterly cheques. And the same 
is true of those limitations, artificial and illogical to a degree, 
which go far to sterilise medical work under the Health 
Insurance Act. What can be said of a national system 
which, whilst providing some kind of medical service for 
those employed members of a family who are over the age of 
16 vears, leaves the rest of the household to get along the 
best way they can ; which puts “ out of benefit ’’ a married 
woman who devotes herself to her home and children ; and 
which furnishes only such medical treatment as even poor 
people can most easily obtain for themselves—viz., such 
as can be given bv “ a general practitioner of average com- 
petence and skill? "’ In actual practice this ‘ treatment ** 
works out at the annual prescribing and provision of millions 
of gallons of *‘ medicine.’’ probably not more than one-tenth 
of which has the slightest therapeutic significance. ‘* He 
is the best doctor who knows the worthlessness of the most 
drugs.’’ Treatment is more and more demanding specialist 
knowledge and elaborate equipment, and these should be 
available promptly and conveniently to all those who really 
need them. 

The enormous fall in the death-rate that has characterised 
the last half century is due hardly at all to strictly ‘‘ medical 
treatment "in the old sense of the term. Mainly the credit 
belongs to our effective sanitarv service, to aseptic surgery. 
to sounder hygienic notions. and to an improvement in the 
general standard of living. In spite of its enormous possibili- 
ties, it is difficult to place high valuation on the part in the 
promotion of the national health played by the Health 
Insurance Act. as at present administered and medicaliv 
interpreted. Either the panel system should be abolished, 
or the whole population—at any rate the whole working- 
class population——should be brought under it. Apart from 
the treatment of minor ailments calling for no particular 
specialist skill and no particular equipment, and the directing 
of the domiciliary treatment of such illnesses as call for little 
beyond nursing and symptomatic drug therapy. the panel 
doctor might most usefully he employed in the work of 
preliminary diagnosis and of hvgienic education. For the 
first of these duties he is alreadv moderately well trained ; 
for the second he is hardly trained at all. If we are to 
produce a really effective health organisation the General 
Medical Council will have to examine in a revolutionary 
spirit the whole system of medical education in this country 


The Future. 
Since the establishment of the Ministrv of Health some- 
thing has been done in the way of coérdination. But the 
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Ministry has far too many and too mixed duties and interests. 
The whole problem needs to be considered from the point of 
view of national requirements ; free from the dominance of 
parsimony, local or sectional jealousies, or vested interests. 
Between the several units which make up the medical army 
there is little cohesion, little inter-relation. Nor, in spite of 
the unctuousness and fine sentiments which characterise 
so many medical utterances, is there as yet any widespread 
desire among practitioners to subordinate temporary and 
personal advantages to the well-being of the nation or to 
the perfecting of the service of which our guild is the 
privileged instrument. 


PUBLIC HEALTH IN KENYA. 
A GOVERNMENT report for 1928 on the Colony. and 


Protectorate of Kenya has just been issued. Referring to 
public health it states that the most outstanding feature 
of the year with regard to the incidence of communicable 
disease was the occurrence of a number of severe out breaks 
of malaria in certain parts of the highlands of the colony. 
In all six districts were affected, four being native reserves 
and two being European farming areas, or “ settled dis- 
tricts.””. The latter had been affected to some extent by 
the epidemic of 1926, while the four native reserves, so far 
as is known, had not previously suffered from malaria in 
epidemic form. In 1926 the most serious incidence occurred 
in the central highlands, but in 1928 the latter were not 
seriously affected, the incidence of epidemic malaria being 
confined to the north-western highlands—that is, to the 
more or less continuous stretch which lies to the north-west 
of the Great Rift Valley and between the valley and the 
basin of the Victoria Nyanza. The position for a time was 
undoubtedly serious. It is a matter for some satisfaction, 
however, that there is now an increased appreciation of the 
fact that under present conditions malaria, even in non- 
endemic areas, may from,.time to time become of grave 
importance. No other unusual incidence of communicable 
disease occurred during the year, and it cannot be said that 
the general health of the population of the colony as a 
whole was less satisfactory than in previous years. In the 
absence of accurate vital statistics it is impossible to measure 
any small variations in the general standard of health 
which may be occurring. 

But work was carried out during 1928 which at a later date 
willallow of more accurate estimates being made of the results 
of the medical, sanitary, agricultural, and social develop- 
ments which are now taking place in the native reserves, 
This work was undertaken more particularly in connexion 
with the ankylostomiasis campaign which was carried out 
in the Digo Reserve on the coast, where large numbers of 
the natives who presented themselves for treatment were 
submitted to a full and careful physical examination and 
the results recorded. The findings confirm the opinion 
which has been expressed in many previous reports to the 
effect that the standard of health which prevails among 
African natives is generally at a low level, and that, with 
few exceptions, the physique and capacity of the popula- 
tion are affected as the result of infection with those endemic 
preventable diseases which generally prevail where the 
standard of culture of the people and the cultivation of the 
land is still primitive. In the reserves other than Digo 
the collection of information regarding the physical and 
pathological condition of the inhabitants has also been 
pursued. Of the general observations which have been 
made, perhaps the most outstanding have reference to the 
incidence of infection with intestinal worms and the effect 
of such infections on the population. Hitherto, among 
the diseases resulting from infection with intestinal worms, 
hookworm alone has received much attention, but during 
the past year evidence has been accumulating which indi- 
cates that the disability which results from infection with 
tapeworms and roundworms is by no means negligible, and 
that in countries such as Kenya, where the infections are 
common, the diseases which result play a much larger part 
in lowering the standard of the public health than has 
hitherto been realised. In the Teita Reserve, in Ukamba 


Province, a sanitation campaign was carried out, the 
infection with which it was hoped to deal being 
roundworm. 


During the year the incidence of plague was not notable 
and was chiefly limited to a small outbreak in Nairobi and 
sporadic outbreaks in the endemic areas of the Nyanza 
Province. In the settled areas the incidence was very low. 
Four sporadic cases occurred in Mombasa. Throughout 
the year five cases of small-pox were reported, but in no 
case could the source of infection be traced. Of the acute 
fevers, pneumonia, as usual, caused much sickness, and in 


the towns especially, and among the poorer section of the 
urban native population this disease was responsible for a 
In the 


high mortality. native reserves yaws, in spite of 











the large number of cases which have been treated during 
recent years, continues to cause much disability, and it is 
only in the Kikuyu district of Fort Hall that there would 
yet appear to have been a large reduction of the incidence. 
The total number of cases treated in 1928 was 85,617. In 
certain parts of the Nyanza Province the incidence of 
syphilis presents a problem of some magnitude, and during 
the year increased efforts have been made in these areas 
to induce patients to attend regularly for treatment. These 
efforts have met with some degree of success, but the 
number of patients so attending is still small in proportion 
to the numbers who do not return after they have been 
relieved of their more distressing symptoms. 

The work of the medical department during the year 
was carried out on normal lines, except that in certain 
native reserves particular attention was devoted to helminthic 
diseases and the treatment of syphilis, while in the towns 
particular attention was given to the control of malaria. 
The investigation of mosquito conditions received special 
attention. The general health of native labourers may be 
confidently said to be steadily improving. This is due in 
part to the progressive realisation by employers of the 
importance of an adequate and varied dict and of sanitary 
surroundings, and partly to the regular system of Govern- 
ment inspection and exhortation which is maintained by 
the principal labour inspector and his officers. 

The range of temperature between different parts of 
Kenya is very wide. At Lamu on the coast the mean shade 
temperature is 80° F.; at Mombasa itis 77° F. ; in Kisumu, 
on the Victoria Nyanza, it is 72:5° F.; and in the Rift 
Valley and highland areas is normally between 58° F. and 
65° F. The rainfall is generally well distributed. Recipi- 
tation varies considerably with the physical configuration 
of the colony. The average annual rainfall, taken over a 
number of years, ranges from 19 inches at Athi River, on 
the plains some 20 m ‘les south-east of Nairobi, to 86 inches 
at Songhor in the Naodi Hills east of the Victoria Nyanza. 
The low-lying distric on the northern frontier are dry. 
The heaviest rainfall is normally experienced from March 
to June, and October to December. Hail is of compara- 
tively rare occurrence, and is confined to restricted belts. 
Frost does not occur below 8000 feet except in some damp 
hollows. The land area is 219,731 square miles, and the 
water area 522 square miles, the latter including the larger 
portion of Lake Rudolf and the eastern waters of the 
Victoria Nyanza, including the Kavirondo Gulf. Mount 
Kenya, after which the colony is named, is 17,040 feet in 
height and is capped by pe rpetual snow and ice. Mount 
Elgon, also an extinct vole ano, is 14,140 feet in height and 
is slightly below the level of perpetual snow. The Aberdare 
Range contains Settima (13,000 feet) and Mount Kinangop 
(12,816 feet). The Mau Escarpment attains a height of 
over 10,000 feet. The total population of Kenya is now 
estimated at 2,801,691. By a census taken in 1926 it was 
shown that there were then included 12,520 Europeans, 
30,583 Asiatics, and 10,557 Arabs. The number of Africans, 
by a rough calculation, is put at 2,838,022. 


CARDIAC IRREGULARITY AND THYROID 


TOX MIA, 


IN a discussion of the cardiac irregularities associated 
with hyperthyroidism S. W. Wishart! has just described a 
case, which is one of six similar cases he has observed, in 
which paroxysmal auricular fibrillation proved to be the 
earliest sign of hyperthyroidism. The case described was 
that of a girl, aged 28, who during one year had six attacks 
of fibrillation at irregular intervals, the maximal duration 
being two days. In five of these an electrocardiographic 
examination was made, and this showed fibrillation with a 
rapid ventricular rate. On none of these occasions was 
there any clinical evidence of hyperthyroidism, and the 
basal metabolic rate was within the limits of normal on 
repeated estimation. At the end of one year this patient 


developed clinical signs of early Graves’s disease, a sinus 
tachycardia of 110, and a basal metabolic rate of plus 


40 per cent. Thyroidectomy was performed, and the gland 
showed the typical histological picture of Graves’s disease. 
During the year following operation her health was excel- 
lent and there was no return of fibrillation. Wishart con- 
siders that auricular fibrillation and flutter are the irre- 
gularities most frequently met with in hyperthyroid condi- 
tions, and that these may be the earliest detectable signs 
of thyroid toxemia. He argues that because removal of 
the thyroid causes an apparently complete recovery in the 
paroxysmal types, the changes in the heart muscle must 
be transient. This view is supported by the absence of 
subsequent cardiac enlargement or changes in the T-wave 
or the development of signs of cardiac failure. 


* Amer, Jour. Surgery, 1929. n.s., vii., 329. 
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AN EXPERIMENT IN CHILD GUIDANCE, 


IN the course of a recent discussion on the difficult child, 
reported in THe Lancer of Dec. 14th last (p. 1261), some 
speakers hinted that the pediatrist was too often forgotten 
when psychiatrists, psychologists, and social workers set 
about the task of helping maladapted children. The 
Children’s Clinic at 85 Clarendon-road, W.1, is an attempt 
to approach the problem from the pediatrist’s point of 
view. A fundamental belief underlying the work of the 
clinic is that physical and mental conditions are invariably 
associated, and there is a biochemical department to study 
the correlations between biochemical findings and nervous 
conditions. Another development of this belief is the gym- 
nastic department ; every child takes part in rhythmic 
exercises and free movements in order to give full value to 
the correlation between posture and habitual physical 
actions on the one hand and temperament and mental out- 
look on the other. On the psychological side the clinic has 
methods of its own which are not described in the report, 
beyond the rather vague statement thet by special kinds of 
play the children are allowed and encouraged to work out 
their own problems and bring their difficulties to light. The 
situation is then explained as far as possible to the child, the 
parent, and the school teacher. As every child psychologist 
knows the parents are often the cause of the trouble, and the 
parent’s department at this clinic is doing what it can to 
correct faulty adult attitudes. The mother is also taught 
what diet and hygiene is necessary to build up the child’s 
physical health. There is a mother’s room where mothers 
sit while they are waiting for their children, and where they 
form a club to discuss the virtues and vices of cinemas, the 
proper bedtime for small people, and such-like matters. At 
present the clinic is open only on two afternoons in the week 
and its work has to go on in rented rooms. Fifty-five 
children have been seen during the first year and there is a 
waiting list. The work is admittedly in an experimental 
stage but the experiment is worthy of a fair trial. For this 
a house is almost essential, and the report is issued with an 
urgent appeal for funds to equip this house and to provide 
proper remuneration for the staff. 


AN INDIAN NATIONAL SCRIPT. 


Dr. A. Latifi, LL.D., has written a brochure advocating 
a national script for India and the paper has been circulated 
by the East India Association. There is no doubt that the 
replacing in India of what the author calls a “* jungle of 
scripts’ is a pressing matter, for educational training is 
limited by the confusion, which has also the unfortunate 
result of limiting the number of European scholars who 
make personal research into Indian science. Dr. Latifi 
points out that there are three linguistic candidates for the 
provision of a national Indian alphabet, the Arabic, the 
Devanagri, and the Roman, and he finds the superiority of 
the Roman obvious. The Arabic script has, he reminds us, 
been tried and found wanting, while as between the 
Devanagri and the Roman the significant remark is made 
that Devanagri can in many respects be regarded as identical 
with Sanskrit. while Sanskrit can be intelligibly rendered 
into Roman. The details of a reformed script on the Roman 
pattern would naturally be left to the settlement of an expert 
committee, but for the use of those interested, as well as of 
such a committee, Dr. Latifi submits a scheme of his proposed 
translation into Roman Urdu. 


A SURVEY OF BLINDNESS. 


For the past four years the Colorado Commission for the 
Blind have been attempting to collect accurate information 
about the amount of blindness within the State. The result 
of their study together with the analysis of 150 private cases 
is reported by Dr. Edward Jackson,' of Denver. The 1053 
cases reported to the Commission do not afford a complete 
record of blindness in the State, for all of the blind do not 
seek assistance, but their analysis is of unusual value inasmuch 
as the great majority of these cases have been examined for 
the commission by a specialist. All who do not conform to 
the standard of blindness—!ess than 1/10 vision in the better 
eye—have been excluded from the analysis. Cataract was 
the most important single cause (160 cases). Most of the 
eataracts were ‘“ senile.’”’ Opacities of the cornea were next 
in frequency (157 cases), this being the chief cause of blind- 
ness in 49 cases arising from trachoma. In 151 cases blind- 
ness was attributed to lesions of the retina and choroid, recog- 
nised by ophthalmoscopic examination. Atrophy of the 
optic nerve (132) was due certainly in 22 cases and probably 
in many more tosyphilis. In three cases it came from drink- 
ing wood alcohol, and in others probably, it is said, from 
alcoholism and tobacco. There were 97 cases of glaucoma 
not sufficiently advanced to be classified under optic atrophy. 
Injury was the cause of blindness in 66 cases, high myopia 


1 Amer. Jour. Ophthal., December, 1929, p. 965. 





clearly the cause in 43 cases, and probably in others. Dr. 
Jackson concludes that the majority of eyes that become 
blind could have been kept with some sight by early proper 
treatment. The prevention of blindness, he says, depends on 
(1) securing good treatment at the earliest possible time : 

2) ability of physicians to diagnose disease that may lead 
to blindness when the eyes themselves seem to be little if 
at all affected ; (3) the understanding that diseases which 
do not usually affect the eye may in some cases cause blind- 
ness and need to be watched with this in mind; and (4) 
the ability of oculists to recognise dangerous conditions and 
their willingness to make decisions and to operate when 
blindness can only be prevented by prompt medical 
intervention. 

T.C.P. 

A PREPARATION whose full style is Trichlorophenyl- 
methyliodosalicy] has been put on the market by British 
Alkaloids, Limited, 104, Winchester House, London, E.C., as 
a general antiseptic and germicide, while there is evidence 
that as an electrolyte it has proved of value in the treatment 
by ionization of cases of arthritis. The preparation is 
testified to by many members of the medical profession as 
being non-toxic and analgesic, and a useful application as 
gargle or spray in affections of the nose and throat, and as a 
lotion in wounds and scalds as well as in eczema, chilblains, 
and hemorrhoids. 


A UNIVERSITY IN THE CAUCASUS, 
To the Editor of THe LANCET. 


Str,—On Jan. 12th, 1930, the Baku (now Azerbaidjan) 
State University will celebrate its first jubilee. Born in the 
throes of civil war after the break-up of the old régime in 
Russia, this University has, during its 10 years of existence. 
become so bound up with the general and national culture 
of the country that Azerbaidjan can hardly be imagined 
without it. It opened with three courses in the medical 
faculty and the very beginnings of a philological faculty. 
Now there are the faculties of medicine. jurisprudence, and 
pedagogy ; there are 2300 students, and the University has 
already given 1300 doctors to the Republic. The teaching in 
the faculty of pedagogy is in Turkish, whilst in the other 
faculties it is in Russian. The great majority of the scien- 
tific workers belong to the native population. 

The nucleus of the University was a small group of pro- 
fessors, chiefly from the faculty of medicine (V. S. Razou- 
moffsky, I. 1. Shirokogoroff, A.A. Oschmann, A. M. Levin) 
and from the former philological faculty, who, with part of 
the students from the medical faculty left, for objective 
reasons, the Transcaucasian University at Tiflis, in the full 
assurance that in Azerbaidjan they would find the best 
conditions for a continuance of their work. The prognosis 
was correct ; at present the University is not only the cultural 
centre of Azerbaidjan, but is becoming a centre for the whole 
Union of Soviet Republics. In the not distant future it will 
be without doubt the vanguard of culture in the neighbour- 
ing countries of the East. 

I am, Sir, yours faithfully, 
I, SHIROKOGOROFF, 
Professor of Morbid Anatomy. 


Jan. Ist, 1930. 


OCCIDENTAL MEDICAL BOOKS TRANSLATED INTO 
CHINESE, 


Dr. Thomas Gillison is returning to China shortly at the 


age of 70, to continue his translation into Chinese of 
medical text-books. He is already responsible for the 
translation of Cunningham’s Practical Anatomy, Luff’s 
Chemistry, and Mitchell Bruce’s Materia Medica. Dr. 
Gillison was from 1883 to 1918 principal of the London 
Missionary Society’s Hospital at Hankow, and then joined 
the staff of the Shantung Christian College Medical School. 
one of the chief medical training centres in the East. In 
1923 he returned to Hankow where he continued to work 
until his retirement last year. He holds the Chinese Order 
of the Excellent Crop. 


Erratum.—In the list of New Year Honours published in 
THE LANcET last week the order conferred on Surgeon 
Rear-Admiral Robert. William Basil Hall should have been 
recorded as the C.B. (Military Division). 


MANCHESTER YEARLY INQUESTS.—The number of 
deaths reported to the Manchester City coroner during 
1929 was 1368. Inquests were held in 452 cases. Motor 
fatalities amounted t* 105, or 20 more than in the previous 
year. In Salford last year 219 coroners’ inquests were held, 
and the largest number of them—42—concerned street 
accidents. 





